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Preface 



The Ei^th Annual Conference on Interdisciplinary Health Team Care, 
cosponsored by the School of Allied Medical Professions and the Coinmission on 
Interprofessional Education and Practice at The Ohio Fitate University, was 
held Septeniber 18-20, 1986, at the Hyatt on Capitol Square, Coluitibus, Ohio. 
Faculty from the School and Conimission have been active participants in this 
Annual Conference throughout its history and were pleased to have the 
PE^rtunity to join in its sponsorship. 

The Oonferenoe vras preceded by two workshops focusing on a) developing 
proposals for funding interdisciplinary education and practice and b) planning 
ana inplementing interprofessional continuing education programs. The 
Conference keynote address, "A Code of Ethics for Interdisciplinary Care: A 
Working Paper", was presented fcy David Thooaasma, Hi.D. , Director of Ifedical 
Humanities, Loyola MediceJ. Center. The address was followed ty the 
presentation of a case stufy of an Alzheimer's patient throu^ a retrospective 
video interview of family meaibers. Participants were seated 
interprofessionally at round tables vAiere discussion facilitators guided each 
groip to identify the issues r^resented in the case, the underlying values 
and ethical issues, and the use of an interprofessional code of ethics in 
addressing the dilemmas vMch ercerged. Reports from the round tables to the 
conference as a vftiole were then follcwed ty a synthesis and summary of the 
issues by Dr. Thcamasraa, with ernphasis on their relationship to the ethics of 
interdisciplinary care. This aspect of the Conference, althcu^ not 
represented in the Proceedings, was felt to be extremely val\iable by the 
participants. 

The Proceedings of the Eighth Annual Interdisciplinary Ifealth Team Care 
Conference includes the keynote address presented ty David Thomasma, Ri.D. ; 33 
referred papers presented during the conference; and abstracts of six poster 
sessions. The peters are organized around the ten thematic conference 
sessions and each section of the Proceedings is preceded ty an introduction 
written by the Session roderator. Most of the papers were collaborated 
efforts. Many of them represent collaboration between institutions as well as 
among disciplines. 

The Interdisciplinary Ifealth Team Care Conference continues to e}?)and. 
The 103 participants in 1986 came from 20 states and Puerto Rico, representing 
45 different institiitions. Twenty different disciplines were represented. Of 
the participants, 19% indicated nursing as their profession; 13%, social work; 
12%, health sciences or hi^er education; 9%, occupational therapy; 7%, 
psychology; 5%, medicine; 5%, gerontology; and 5%, medical technology. The 
remaining 30% were members of one of th^ remaining 12 disciplines. 

Partial si^jport for this conference was provided by the School of Allied 
Medical Professions Office of Continuing Education and the W.K. Kellogg 
Foundation thrca#i its interprofessional faculty develcpnent program with the 
Commissian. 
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KEVNOTE ADCRE&^ 



A CODE OF ETHICS FOR IOTm)ISCIELINARL' HEAIHH CftRE 

David C. Ihanasrna, Hi.D. 
Loyola University of Chicago Medicad Center 



Over the past fcwr decades enornous changes have occurred in health care 
delivery. As a oonsequenoe of these changes, the historical Hippocratic 
edifice of the health care enterprise has been sha)oen to its foundations so 
much so that Rcbert Veatch announced in the third decade that the Hippocratic 
ethic, with its en|3hasis on paternalism rather than autonoray, was dead.-^ Wfe 
are now entering a post-Hippocratic era whose future is uncertain. In this 
future era can the health professions ever again be united under a ccsnmon set 
of moral ccBjmitraents? 

Ohe task before health professionals today, then, is a task of 
reocnstruction, as Ectaurd Pellegrino has suggested.^ ihis task requires 
sifting thra:^ still viable elements of past ooniraitnents and winnowing out 
those that are no longer viable. Together with Dr. Pellegrino, I have 
cccpleted a manuscript in whit.*i we deve\op a theory of beneficence-in-trust 
that we think is responsive to contenporary needs yet preserves the best of 
the Hippocratic tradition. Beneficence-in-trust stri3tes a balance between 
wholesale absolutizing of the principle of autoncnty and traditional health- 
care paternalism by establi^iing that beneficence, acting in the best 
interests of the patient, roust take into accxxmt the preferences of i 
patient based on values. Put another way, beneficence reqiiires attention to 
autoncoty, but it is itore iitportant tlian respect for autonany in certain 
situations.-^ 

My ejqjloration of the elements that shculd comprise a r^-; 
interdisciplinary code is based on this approach. I shall proceed as follows. 
First, " will briefly note the changes iii health care that occasion the 
current ethical crisis. Ihen, I note the inpact of these cihai-;?es on the roles 
and duties of health professionals. 

Any attempt at reconstruction inust recall the cultural backdrop of 
deoonstruction as well. Patember that dissolution of the bonds of society 
creates fissures in ethical theory and conduct. There has been a loss of 
moral consensus, the moral aithority of religious institutions, and reliance 
on public and religious authority in general. The resultant m^ral diversity 
is buttressed by better education, a ittyth of rugged individualism, a breakdown 
of family life, a spread of consumer rights, participatory democracy, and the 
rise of civil rights for different grcups in society. While the focus of this 
paper is on professional ethics, further serious work is needed on the 
elements of deoonstruction and reconstruction at work in our culture that 
underlie professional ethics. Hence, this effort can only be regarded as a 
working paper. Its purpose is to pronpt discussion, not to close it. 

Chames in Health Care 

It is iitportant to underline at least five recent changes in health care 
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delivery. These changes give rise to the need for an interprofessional code 
of ethics in health care. 

. . . ^^creased Technoloqization . While tedinology is certainly a human good 
If auned at mportant human values, it can threaten these values as well if 
ra^^lied. A major difference between the way humans used tools in the past 
and how they use them in our civilization is, as Hfeidegger noted, the all- 
pervasiveness of ojr technology. 4 Amor^ other things this all-pervasiveness 
leads to an uncritical acceptance of the technological imperative. Health 
professionals fail to take responsibility for^technology by adjusting its aims 
to the values of patients and their families. 5 Further, as technological 
interventions increase, more specialists are created to manage a specific 

of the treatment, thus, further diffusing responsibility for decision- 

Increased Institutionalization . As the range and number of specific 
new teclmologies increases, so too does the need for the institutionalization 
of health care. large CAT scanners require air-conditioned roans for ttieir 
computers and record storage. Interleukin 2 ther^ for cancer requires a 
si^rt base in intensive care to monitor the ascites that results, as well as 
sophisticated electrophoresis technology. Computerized medical records and 
billing also require institutional si^ports, as does modem physical therapy 
with Its needs for whirlpool baths and exercise machLnery. In fact a 

professionals, followir^ this and lite technology, labor in 
institutions, in many cities such as Houston, Memphis, and Chicago, the 

industry ranks first or second. Huge institutions predominate in 
this industry, ihey are major etrployers. 

mstitutionalization creates a nuniber of ethical problems for health 
^fessiOTals. Not the least of these problems are the conflict of loyalties 
between tiie patient's needs and the work-environment, cooperative mechanisirB 
of teaa health care, and attendant dilemmas about responsibility. Further, 
tiie patiaif s values are at greater risk in an institution than they would be 
in a one-to-one relation or at home. 

^ ^ J^;>creased Specialization. Earlier I mentioned that an increase in 
te^ogy invites new specialties. As specialties grow, each formulates its 
versiOT of professional responsibility in a code of ethics. Almost all 
speciMties now have c Ihis process, sad to Scy, has not always led to 
interdisciplinary coopt Ion. In the main, the codes have instead lent 
support to es^posed indiv. iLs within a certain profession in their 
disagreements ^th oth^ in other professions. In fact, many specialist 

52^^ 1°'' purpose, arising as they did oAof a crisis 

created by interprofessional conflict. 

Thus- ^ialization can lead to a fracturing of joint responsibility in 
ti^e very task of gaining some control over the articulation of one's own 
ethical duties. Ihe move of pi^ical therapy "out fran unSer" the AMA 
symbolizes this struggle. 

l^^^creased Professional igiatinn . ihere is a conccmitant danger of any 
code, too, that while ej?)licatlng duties, it formalizes and legalizes the 
loofessional's activities to such an extent that uncovered crises can lead to 
what I call "analysis paralysis." An^^ysis paralysis signifies an over 



abundaiKse of ethical and legal analysis of one's duties and pji under 
r^resentatlon of courageous action^ 

Is it possible, then, to be too professionalized? Yes, it is. We all 
know hew easy it is to hide emotions behind a professicnsd facade. But, we do 
not often consider the ways in \Aiich e^^peed to professional duties can mask a 
betrayal of even more profouixi human valvies. Ihis is dangerous in the 
professionalization process, as Wend/ Carlton pointed out. As students adopt 
role model ••professional" beliaviors, they often abandon the ethical reasoning 
skills tau^t to than in earlier tradning.^ 

If professionalization can be dangerous for professionals, its iitpact on 
patient valties is tragic. It often forms the basis of demeaning those values 
by appeal to the fallacy of e}$)ertise. Ihis appeal, in turn, leads to 
xannecessary paternalism in health care: "I knew what is best for you," and 
its alternative e)5)ression, "You do not know v*xat is best for you. " 

Increased Eooncmic Oonoems . Even more recent than the other changes I 
have noted is the dramatic rise in concem about econcniics in health care 
occurring over the past several years. It has led to a national ni^tmare, an 
institutional orgy, and a professional challenge. Oonoem about the viability 
of hospitals has created an identity crisis of urprecedented scope for health 
care, particularly religiously sponsored health care. Biis identity crisis 
touches each health care specialist as well. 

Failiare to ocnpete with colleagues at St. Hi^ Tech, or St. Bigger-^Hian- 
Thcu, or St. Price-Waterhouse, means a loss of jobs for one's institution and 
even a failiare to provide quality of care such that one's conscience is not 
violated during the st^ taken to cut costs in order to conpete. Ihe saine 
ccjipetition may destroy decades of coraraitjoaent and labor by many dedicated 
health professionals vSien the institutions shuts down. In the end, the 
identity crisis of our institutions spills over into the professions. Ttds 
has already occurred. Diere are many articles questioning the role of health 
professionals in an age of cost-cutting in health care.'^'^ 

Chancfincf Roles of Health Professionals 

•Die changes just detailed have an enormous impact on the traditional 
roles of health professionals. First, the traditional duties of health 
professionals coward their patients can suffer. Primarily, the duty of 
beneficence can be put aside in favor of other duties. I think this is 
dangerous, and therefore, concentrate on the impact of changing roles on the 
hesdth professional-patient relationship in tlie next step. Changes detailed 
in the first section tend to bifurcate and diffuse the duty of beneficence. 

Second, a new duty to keep abreast of tecimology is introduced by current 
changes in health care. In the past, of course, professionals kept abreast of 
the ciianges in health care, as best they could. Before the 1940, these were 
few and far between. Since then, hcwever, the dianges have been so extensive 
that many basic scientists have observed that the science upon vMch hesdth 
care is based has changed so dramatically from the time they were trained that 
it is out of date. Ihe same is true of the technology. As a consequence, 
much more time must be devoted to keying one's skills honed to perfection 
than previously. Ihis constitutes an essential duty. 



Third, since health care is delivered In institutions, health care 
prof^ionals becane a new kind of "caroany person." In addition to duties 
towards patients and duties tcwards professional skills, today's health 
Eoofessional must constantly be oonoemed about the institution in which he or 
stje practices. This concern does not stop at worrying about the delivery of 
quality care. It often takes the form of fear that the institution in vMch 
one practices may not survive the current market competition. Ihis is 
dramatically brought heme in any discussion of continuing the care of a 
patiCTt for v*an there is not further reimbursement. Out of whose pocket 
should that care ccine? How many nurses will that care cost? What 
technological innovation shculd be sacrificed in favor of the patient? 

Fourth, a new kind of work force ethic is introduced because health 
professionals working in institutions and in interdisciplinary environments 
must now accept a duty to other specialists. This duty includes respect for 
their insights and expertise about the care of patients, their roles in the 
Mstitution's ccranitment to quality of care, and their place in the ideal 
team" that meets the needs of the citizens of the area in which the 
institution is placed. 

Bien of course, in the fifth place, are the duties to the profession 
Itself. In this category are all those requirements to obtain the best 
knowledge and skills one can, to pass these on to future generations throurfi 
pnma^ and continuing education, to advance the interests of the profession 
^id of one's specialization, and to constantly increase the standards of 
conduct. As the other duties beooce more conplex, so too do these duties. 
Fot example as orthopedics advances, so too does physical therapy, and the 
^^^f relationship with itself and with medical specialties, as well as 
with other allied health professions, such as occi?)ational therapy. 

Sixth, because many health professionals now practice within Health 
^intenance Organizations and Preferred Provider Organizations, they acquire 
duties as gatekeepers that almost directly conflict with their duties to act 
in the best interests of their patients; sometimes the role of clinical 
^onanist ran conflict with ooncems about quality of care and the survival of 
toeinstitution. m other words, while cutting costs is a good, it can also 
beocroe a conflicting duty with the others listed in this section. 

Finally, in cur advanced health care delivery system, health 
professionals must now assist public policy planners in developing health care 
^ii"?™^ ^.'^ equitable to all patients, mis means that professionals 
must become political. To be sure, national associations have always played a 
goninerrt role in lobbying for health care matters, i mean scmethim ioA 
than this, though. I think that each professional must make political 
judgments, for exanple, about the defense budget, as a requirement of their 
professional duties. This becomes an inherent politicalization of the 
professional. 

Impact on the Healer-Patient Relationship 

As mentioned in the previous section, the changes in the way health care 
is delivered lead to the danger that the patient, the primary focus of health 
rare, can be neglected in favor of meeting other needs. Ihat is to say, other 
duties can diffuse the primary obligation traditionally aimed at the patient, 

ERIC 



Lst us look at these in xoore detail* 



First, incsreased tedinologizatian ineaiis that patients and their healers 
have more options before them. If these options are not spelled out in sosne 
detail; patients \dll tend to honor the choioes made for them by their 
healers. Infcanoned cxaisent, and even respect for persons, will suffer. Ihus, 
new Gptions require greater sensitivity to the valiies of patients, increased 
OGnonunication with them about these values and the inipac± of the proposed 
technology on them, and greater respect for the wishes and preferences of 
patients than health care professionals have demonstrated in the past. M/ own 
observation of health professionals leads me to suggest a rrile: as technology 
increases, communication about that technology with patients decreases. Ihe 
ccnple>dt/ threatens to overvftielm both patients and healers. 

Second, the increased Institutionalization of health care leads to the 
danger that patients will become infantilized by the very need every 
institution has for rules. One can think of the many degrees of vulnerability 
created by disease itself. To these add the norrnsQ. rriles that institutions 
lay down for "smooth running." Patients may not be able to visit their loved 
ones in the recovery room becaxose insurance won't permit it or it leads to 
dangers of infection. Little children cannot visit their parents in the 
intensive care xmit. Patients must be out by 11:00 a.m., or they will be 
billed for another day. For exasple, older persons rush around their rooms 
trying to find their slippers and experience increased anxiety as chedc-out 
time approaches. Patients are "dunped" \Aien their insur&rx:^ runs out, or they 
are sent home to be readodtted later under some other m?indati?d HG 
(diagnotically related group) category. Ihe ^canple are endless. None of 
them mean harm to patients. In the end, thou^, the rroles often do not have 
as their object the best interests of the patients. 

Third, increased specialization can confuse the patient. The patient 
usually tries to focus on a single health professional as the primary care- 
giver. Becai:ise of specializatioi, however, in max^ instances it is hard to 
decide who that person mi^t be. As the person's organ systems break down, is 
the primary person the kidney specialist, the physical therapist keeping the 
joints and muscles moving, the respiratory ther25>ist involved in maintaining 
the proper breathing and blood gases, the internal medicine specialist 
measuring the urine output? The fact is, all specialists are essential to 
the. care of the patient. The case we will discuss presents just that crisis 
point for interdisciplinary care: all specialists are essential, so how can 
the ordering of their perceptions be properly carried out. A new kind of 
practical wisdom is required of healers and patients to ke^ the proper 
perspective on this matter. Is there to be a one and the many? A captain of 
the team? Or a single rules? Or a democracy of care? What models are 
expropriate to address this problem? 

Fourth, as a consequence of increased technologization, specializatioi, 
and institutionalization, professionals are new strangers to patients. The 
patient rarely can count on having his or her own doctor at the bedside in a 
modem institution. Further, the constant parade of specialists dealing with 
the patient's illness or accident r^resents a never-ending encounter with 
strangers, not only strangers in the sense of persons the patient does not 
knew, but also strangers in the sense of persons Who do strange, unfamiliar 
things. In fact, due to mobility, the patient's problem may have arisen miles 



^ SSli^ °^ ^ P^'f^io^s is to^ Uiis is all the 

more reason, then, for professional standards. The ethics of most of heStii 
care today calls for an ethics of strangers. What doS^Si^ 

. . ^ ethics of strangers means, at the very least, that all orofesslonai c 

SS^SS^ S^^AP^^' ^ oertAiTiiSfSfnS 

standards. According to these standards the patient may be able to ^SrS^-o 
reco^zable b^iors frm any and all vmt^ ofa ScSif s^afS^Si^ 

SSif ^^fn'^S P^f^^- ^ Should bJ LTS'^gSi^ 
Sffi^^J? patient's ignorance both of the person^ Se Snctions 

Finally, the eooncndc factor cited above creates sane danoerous 

o^ise^^ for the health professional-patient relalS^^TSll these 

S^^^S^^StSLiS^iS^^^-" If ^ ^^ch'pS^th 

Sl^eTetiS ^JS^fSiL^ ^''^^ °^ then we suffer fixm a 
SS^Sf f jSt^S'bSlnS^ -dent to date, cc«^ that «ay 

the strikes, most oftai by nurses ani 

SSi^SL ^^F^ ''"^'^^ Bie ethical prdDlem 

St^n^ ^ that patients almost invariably sufferlotl 

^ justified by the utilitLian arg^ that 
Sf^JSi^ conditions (sometimes improved salaries aS^Sedf 

^T^J^ P^^^*^- current patientearTLked 
to suffer for the sake of future generations. 

to r. ^^^ ^ °f oost-oontainment delivery systems is 

to cut down on unnecessary costs. Patients vdio joii such Osteins 
sv^pcsedly are aware of this feature and agree to it. Nonethei^e: 
o^taintlx^ their treatment, the hea^TL at i;a^^*^S;^'^ 
with fft oartaintn^ as with the patient's best interests. B^We is 
also justified according to utilitarian reasaiii^r^rS^tSTc^ if 
tii^ case being keeping the cost of health carelswn to tof ^L^f a 
full panoply of tests anchor treatments for the individual p^^ 

IL rSw^S;*,i!f^*? ^*^f distract frm the care Of 

^^f^^^^lS^ a policy on the 

care of Jehovah's Witness patients, may issue inadetrlmSital decision 
^ intervming in an Individual patient's life. ^SrSSSiS^ 
i^f "^i? of policy itself. It can be said that policy ethics 

n^Ll^ ^ ^ dissolution of the unigue moral struggle toat ^wSd 
characterize our professional decisions. 10 Sane piw5i3ans and oS^ 
he^th professionals are willing to abandai their^STLSsiSSdm 
po^ in favor of national health policy, e.g., on the carT^r^S^^ 

^4.?'^S°^.!l4^ technology medicine, alius, an implSiT 
oonpact witii the patient to grapple with the particular demons of the 
case^y be abandoned in favor of institutional or national health 

Ethical Crisis p n1n<-« 

Ecxan these oonsideratians, a number of ethical crisis points can be 
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identified* In csoristnicting these, I will proceed by identifying those 
toiidilng on the patient, the professional, professional relationships to 
institutions, to other professionals, and to society-at-large. The same 
categories will then govern icy suggestions for an interprofessional code of 
ethics. 

Ritients > Among the critical ethical concerns in dealing with patients 
in this technological age is that their persorihood be respected. After all, 
the interventions we can marshall should still serve the good the patient. If 
we are not to suocunib to the technological inperative, then respect for 
persons ixvst reign sip^ne in our dealings with patients. 

One way to show this respect is to tell patients the truth, not just 
about their illness, but also about >^t to expe^ .rraoa each professional 
treating them, and vtot to expect from the treatinents themselves. 

A second way to shew respect for persons is to give patients the benefit 
of options in their care. IFfaddng choices is a fundamental way to exercise 
freedom.^ Giving this choice to patients r^resents a funiaioental assurance 
by health professionals that, despite the losses and ccnccmitant vulnerability 
of illness, seme freedom is maintained. Besides, many studies have shc^ that 
involving patients in decisions about their care has salxxtary effects on their 
recovery.^ 

A third way of si?}porting respect for persons is to respect the 
autonomcfus decision-^ooedcing of patients. Note that I did not put this valiae 
first, for I think that many ethicists are guilty of making respect for 
autonany a formal condition c:! possibility for medical ethics rather than a 
normative axiom demonstrating respect for persons. One such thinker is surely 
H. Tristram Engelhardt, Jr. In nis Ihis Foundations of Bioethics , Engelhardt 
argues that a peaceable society hi a pluralistic age requires that soci^^ and 
medicine grant as much axxtcnomy to individuals as possible.^*' Ihis shift of 
autoncray &om a normative axiom ftilfilling the principle of respect for 
persons to a meta-ethical condition of possibility is dangerous in medicine 
and in ethics. It is dangerous in medicine because it sv:$)ercedes the need to 
act in the best interests of patients, sometimes at the expense of their 
current preference (in favor of a valioe they maintain) .^^ It is dangerous in 
ethics because it proposes an individucdistic conc^ion of ethical theory, 
rather than a social one. 

Ihe fourth way, then, of respecting persons is to act in their best 
interests. This is the prijx:iple of beneficence that has been seen as central 
to health care since its ino^ion. It has often been clouded, as it is in 
the Hippocratic Oath, by traditional medical paternalism. But this 
paternalism need not be essential to medicine. Recall that paternalism 
involves the violation of a moral rule in favor of acting on bdialf of 
patients, e.g. , the rule of truth telling, or respecting their autonomy, 
etc.-'^ Beneficence, by contrast, must engage the values of the patient. It 
will not do to override fundamental values of patients and of society to act 
in their si^^xDsed best interests as paternalism has done in the past. In this 
sense, autonomy represents a foil to traditional paternalism. Yet not all 
preferences patients and their families express are in accord with their own 
hierarchy of values. When this is the case, respect for autoncffny may abandon 
patients to ill-advised wishes that, in tum» may violate their own value 
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system. In these instances, beneficence should take precedence over 
autonony . 



Finally, confidentiality is required in treating patient decision-itakiiw 
and respect for persons vdth the di^ty they deserve. We do very poorly with 
protecting confidentiality. The reasons have to do with the 
institutiQnali2ation and specialization already discussed. As iKsre and more 
individuals are required to know about the patient's case in an institutional 
setting, the dangers of ^jreading information about the patient increase. 
Colleagues sanetimes get sick, and their curse and treatments are natters of 
"EWblic" record in our institution, usually because we care about them. A 
patient's values are sanetimes derided in the hall vtee colleagues passing by 
nay be brought into the discussion. Even the role of clinical ethicists jS 
tius matter requires further clarity. 17 confidentiality is also threatened by 
the power of the Federal Government to investigate all charts of patients 
participating in Federally funcSed research grants, nie same threat occurs 
frm well designed q)idemiological studies (e.g., follow-vp on heart attack 
victims) or patient-care follow-ip studies, often done by nurses preparing for 
their Hi.D. degrees (e.g., a stufy of post-partum wcroen ostensibly about their 
nygienic care, fcwt actually about incidence of cancer) . 

The Professional . The professional must first spend a significant amount 
of time increasing knowledge. As noted above, this is now a function of r^id 
advanc^ in scientific and teclmological knowledge. As an ethical cbligatSi, 
tten, it stems frm the professional's ocnimitment to the good of the patient. 

this ethical duty is also a function of the ethics of strangers aEeady 
aerated, if patients are to place their trust in strangers, they must be 
aW^e to do so on the basis of e>q)licit premises covering the expertise of each 
interdisciplinary team member involved in their care. This expertise then 
beoones a conpact with the patient. 

oi,4n^®°°^' ^ professional must continually increase his or her skills. 
fSiiL^^f S?? °f ^ covenant with the patient. Further, continual 
aihancement of skills is required by the constant changes and inprovements in 
tire delivery of care. This, too, is an ethical obligation based on similar 
considerations as with the increase in knowledge. 

^rr^iJ^^ ^ °^ self-interest is presi^jposed in a complex health care 

f^S??^- Individuals must nurture their own private life seeking 
fulfillment and enric4iment. The reason is that, despite guidelines and 
policies about ethical treatment of patients, individuals must be able to 
demonstrate virtues as professionals and as persons. Among the virtues to be 
ijrtured are far the patient's values, integrity, and ccrapassion. In 

fact, these virtues or characteristics are among those required by the 
American Board of Internal Medicine for its certification process.18 They 
point to the heart of the personal and professional qualities of all healers. 
Admittedly, such virtues can be acquired throu^ imitation of one's role model 
professors during training, but they also require irriividual stamina and 
courage that can only cone from one's personal, private life. Another reason 
for self-interest is the establishment of sufficient strength to overocrae the 
daily pressures, challenges, and adversities involved in applyim ccraplex 
technologies to individual persons, of melding science and values whai one's 
decisions and reccmnendations count in the balance of human life. 
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Finally, an&^a oonscienoe nust be protected in modem hezilth care 
environments. Uiis maans at least two processes must occur. First, cur 
institutions and practices most enocwrage individual valvie judgments, the 
critique of one's valiaes that makes an ethically critical individual, and the 
right to bring one's values to bear on treatment decisions about patients. If 
this encouragement does not take place, the institution beccoies a locale for 
moral autouatans—professionals in name only, vdio are not recognized as having 
values pertinent to their professional roles. Ihey are asked only to carry 
out orders, even if these violate their conscience. Hie second process 
required by this ethical oonsideratian is the freedom to withdraw frcan a case 
without prejvdioe to one's job and relation to other professionals. This 
freedom would xmderscore an institution's commitment to its health workers and 
further encourage their protecting their cwn valxaes in delivering care. 

Institutions . Professionals have a pronounced relationship with 
institutions. The first way they can assist institutions is through defining 
norms. I am convinced that we have virtually lost all ability to influence 
large-scale social institutions through political means (except through 
equally large-scale lobbies and action committees, that force us to lose moral 
ocramitnents through political conprcmise. Yet, we can still have a moral 
lupact on our Institutions, especially those to vMch we devote almost a third 
of our lives. These institutions must develop through moral policy a kind of 
institutioral conscience. The institution must stand for something, that 
something hopefully being an amalgam of individual health professional 
commitments. The best means of acoonplishing this end is thrcu^ 
participation in an Institutional ethics committee. •'•^ 

The second method of assisting institutions is through greater definition 
for patients of the roles of their care-givers, i.e. , the relationships that 
should occur among health care team members and the roles of specialists. As 
already argued, the latter is particularly iirportant in an age of strangers, 
and is essential toward maintaining an ethic of trust in such as age. 

Third, individual health professionals have a moral obligation to their 
colleagues and to patients to control waste so that the institutions in vdiich 
we practice have the best chance to survive. 

other Professionals .T\ro moral crisis points are created by the rise in 
specialists and the delivery of care largely through institutions. 

The first is that team health care be ackncwledged. No one health care 
professional can now manage all the aspects of secondary or tertiary care. 
Even in primary care, specialists are needed, and the other members of the 
team are critical for (^ity of care. This aoknowlecagement can take the form 
of a sort of professional humility and regard for the ideas, insists, and 
e}$)ertise of others. 

The second feature is the respect for the oonscienoe of other healthy 
professionals. If their e3?)ertise is to be acknowledged, so too must their 
personal and professional valvie system, provided it has been honed through 
critical thii^ing and training. This means that an essential feature of 
modem health care delivery would be the respect all healers have for the 
consscience of other healers and for the conscience of the patient. 
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Society-at-Iarge . Hie set of crisis points involve society itself. 

Bie first of these obligations is to help establish, health policy. As is 
well-known^tianal health policy affects clinical decisions andthe large 
nunib^ of potential patients "cut there" that need access to quality health 
rare to meet needs they cannot neet for themselves, m addition to direct 
patient care obligations, health professionals must beccroe involved in the 

S jS^^rS^ff^^^i"^*^ P*^^- I see this as a derivation 
?L^^,SiS ^ t'^J^ ^ best interests of patients. By contrast, Robert 
2^ tlie primary obligation of health professionals is social, 
an obligation frao which they are relieved by society to meet the needs of 
individual patients unless scne more iat»rtant social obligation Intervenes. 21 

Ihe second obligation is to provide quality of care in accord with 

standards and national requirements, or in sane cases, in spite 
SL^Sli^ ™ requirements. For exaaple, the ER3 system of reintourseilent 
has tCKpted scne to engage in paUent dmsph^^ ^ others to despair about 

^ ^ «^ this may mean treati^patients 
^ ^^^^ ^ argued.24 m othSI, it may 
require activating the etiiics ocinmittee to establish e)q)licit comraitroents of 
the institution towards the poor and the dispossessed. 

Hsalth Professiors Qate 

o»r, ^^i^'^H discussion Of ethics crisis points for all health professionals 
S^JS?^ T^iSf be part of an interdisciplinary code 

foff^ «^ code, not as the final word, but as a summary of 

°^hTo^ ^'^''^ 1" ^ Not all the prcbleite have beL 

Diis means that in an Inductive abroach, such as this one, sane 
SS'^S^S^i^^ ^ been left out earlier and therefore will not 
frJSl5.^w ^ presented.25 Rorther, recall my oonments in the 

introduction about a more ooiplete examination, of the elements of 
deoonstruction in society, ihese have not been examined in this paper. Their 
ejloration may lead to significant alterations in the design and^S; ofSS 
code. These caveats exo^^, nonetheless, the oaSe does hllp mateSlicit 
sc«je of the ^onis^ we might ma]^ to patients, one another, ijistitutSns, and 
SSi^Vv,^^^ its chief irtility is the ability of a ood4 to spell ait in 

(hierarchy of values) to be used by the profe^ional, 
^f^^^^^if.***® Pr^cies of certain values over others in the case of a 
clash of duties, such as the duty to confidentiality and the duty to preserve 
life. These premises can becane part of a cai{».ct or covenant publically 
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Oath of CJcsaroitment 



I proidse to fulfill the obligations x voluntf. • iy assume by professing 
to heal, and to help those are ill. My obligations rest in the special 
vulnerability of the sick and the trust they must place in me and ray 
professional ocnpetence. I, therefore, bind nyself to the good of ray patient 
in its many diinensions as the first principle of ray professional ethics. In 
recognition of this bond, 7. aoo^t the following obligations from v*iich only 
the patient or his or her valid surrogate can release me: 

A. Duties Toward Patients 

1) I vdll place the good of tha patient at the center of ray 
professional practice. Patients will be e3?)licitly informed about vAiat 
conduct they nay expect frcm me as part of this ocranitment. 

2) When the gravity of the situation demands it, I vrLll place the best 
interests of the patient over ray cwn self-in'oerest, even over ray own 
life, alius, I pronise to act primarily in behalf of ray patient's best 
interests, and not primarily to advance social,- political, or fiscal 
policy, or ray own Interests. 

3) I premise to respect ny patient' 3 moral right to participate in the 
decisions that affect him or her by eiqjladning clearly, fairly, and in 
language understood by the patient, the nature of his or her illness or 
accident, together with the benefits and burdens of the treatments and 
interventions I propose, and by respecting the decisions they make about 
these options. 

4) I premise to assist my patients to make choices that coincide with 
their own values or beliefs, without coercion, dec^icn, or dc^jlicity. 
In case the patient is inccnpetent, I will assiLt validly designated 
surrogates, or lacking such, the family, in making such choices based on 
the patient's e:q)licit, presumed, or constructed values. 

5) I will care for all persons \*o need ray help with equal concern and 
dedication, ind^)endent of their ability to pay.^^ 

6) I will hold in confidence what I hear, learn, and see as a necessary 
part of ray care of the patdent, exo^ v*ien there is a clear, serious, 
and immediate danger of harm to others. 

7) I will always help, even vdien I cannot participate in a cure, and 
vAien death is inevitable I will assist the patient to die according to 
his or her own life plans. 

8) Nonstheless, because of ray duty to preserve life, I will never 
participate in direct, active euthanasia, or conscious killing of the 
patient, even for reasons of mercy, at the request of the state, or for 
any other reason. 2" 
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Duties to Self 



1) I will possess and aaintaiix the ocnpetence in knowlecage and skill I 
profess to have. 

2) I will acknowledge ny cwn professional and personal limitations to 
patients, and seek help fron other professionals whenever I can for the 
patient's good. 

3) Wien the patient's valxaes or wishes pose a violation of itty own 
oot^ienoe, I will make this respectfully known to them, and withdraw 
frco the relationship as soon as another professional can r^lace me. 

4) If I am paid by a health care delivery plan to assist in the control 
of health care costs, I will rweal this to the patient as a form of 
self-interest. 



IXtties to Institutj.ons 



1) I will assist the developnent of "ocranitted institutions," that is, 
tiie devBlopnent of institutional health policies based on this code of 
eOiics and other ethical principles that may strengthen the care of 
patients. 

2) I will take constant care to balance the duties to patients with the 

Institution in which I practice to survive. Nonetheless, 
the first of ay duties remains to the pat-lent. 

^^^"^ to ^ patient the potential clashes with the 
institution's moral ocnBuitments as soon as possible in the treatment 
plan, and help arrange for a transfer of the patient should the latter 
find these cecBoitments intolerable. 

IXities to Other Health Care Professionals 

1) Recognizing the limitations of ay own ccnpetence, I will call imon 
colleagues in all the health professions whenever the patient's needs 
require. 

2) I will respect the values and beliefs of ay colleagues in any other 
health profession and recognize their moral accountability as 
individuals. ^ 

3) I will do ny best to create interprofessional bonds of respect and 
deference whenever possible. Ihus, i will try to the best of ny ability 
to practice, enixxJy, and teach the values of this code of ethics. 

Duties to Society 

1) To partially fulfill my social obligations, i will participate 
actiy^y in public policy decisions affecting the nation's health by 
providiJig leadership, as well as ejqjert and objective testiiaany when 
required. 

2) In all efforts to deliver health care, I will remain ocanraitted to 
the primacy of the value of quality of care. 
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Oardiiision; What Makes This Oex3e Interdisciplirary? 



Ihis code is characterized by distinguishing the hi^ier degree of 
altruism required by professional life flxm other fonts of human endeavor. 
Further, the obligation of health professionals is grounded in the special 
vulnerabilities of the sicik by pronises to enhance their personhood by acting 
in their best interests. Further still, the code suggested here is based on 
the pcwer of the grof essional to help meet a need a patient cannot meet for 
him- or herself. 2B FinaUy, the essence of this code rests on the requirement 
that professionals make a public, eaqplicit promise to patients. In a number 
of ways, then, this code is unique, especially as ocnpared to current, more 
legalistic entities.29 

But hew is this code uniquely interdisciplinary? 

First, it m a k es explicit as public promises ccnimon duties of all 
professionals viho participate in the discipline of medicine, frcm those like 
physicians, nurses, pl^ical there^ists, and social workers vAio lay hands on 
the patient, to those like mBdicaJ. technicians and medical record librarians 
vAu>, while not tcwching the patient, nevertheless are involved in their 
care.-'^ 

Second, it contains e>q>licit duties to other health professionals on the 
assunption that such duties enhance the care of the patient and provide for 
the patient's best interests in an age of technology, specialization, and 
institutionalization of health care. 

Ihird, it requires sensitivity to the oonscienoes of other health 
professionals, and the developnent of a conmitted institutional environment, 
an institution with a moral conscience developed throui^ its discussion of 
values and respect for the values of the professionals vAio practice therein. 

I am under no illusion that any single measure, like an adoption of this 
code and its conocndtant promises, can undo the crisis in moral credibility 
experienced by the professions and health care delivery in general. 
Nevertheless, the construction of such a code is suitable for a variety of 
reasons. 

First, it is essential that the public know what ooraraitments the 
professions will make about their care, especially in areas where traditional 
oaths and codes have been silent. Ihen, too, such a construction mi^t 
reawaken the ideal of service in the ambivalent or more passive members of all 
the health professions, vAio for sane tijie new, have ocroe to see their work as 
a job more than as a ocmmitroent. These persons need sane reinforcement for 
their incipient dedication to the patient's well-being. Last, there must be 
seme evidence advanced to the public that health professionals will not dilute 
their canmitroents vAien practicing in for-profit institutions, entrepreneurial 
private oorporati Jis, or sane prospective payment plans. 
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TEAM DEVEDOIMENr ISSUES 



Cieresa Dririka, M.S.S.W., A.C.S.W. 

MidcJleton MeoEDorial Veterans Hospital 
Madison, WI 



Moch of health care team development theory, thvis far, has been based on 
groq? development models, Hbey generally state that groips go thrai^ stages 
or phases in the course of their develcpnent. Scne of the most prooinent 
models are the racurring phase model, sequential phase model, ar*! the changing 
leadership model. Altiiou^ these models often seem to blend together they 
have repeated themes: i.e. that groc^ go throu^ distinct changes as th^ 
develop. The three most frequently mentioned are storming/or conflict, 
normlng/ or testing, and performing/ or problem solving. Ihese occur, thou^ 
not necessarily in that sequence, and can repeat themselves in any sequence. 
Many models also suggest withdrawal frcm a strong team leader and greater 
development of problem solving abilities as the grot?) matures. 

Interdisciplinary health care teams as specific tg^pes of groups contain 
xmique and powerful variables viiich influence the team development process in 
many fascinating and unpredictable ways. Die four papers presented today will 
add to our knowledge of that magic black box kncwn as interdisciplinary health 
team theory. 

ThB paper of lyn Clayton will address sane effects of training and 
feedbadc on team funr tion and develcpnent. The second ipaper, by Michael 
Farrell, Madeline Sdmiitt and Gloria Heinemann will cuMress the iirpact of 
organizational structure on the development process. A third paper by Thomas 
SkDloda^f Thonas lantz-Cashman, K&ren Peters and Frances McFadden focuses on 
interprofessional and territorial issues in the early stages of a team^s 
development. Ihe final paper by Clair Johnson also focuses on overlapping 
roles but in the context of a need for a shared core of technical knowledge. 
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TRAINING MDDEli FOR INCREASING TEAM 
EXCEUENCE AND EFFICIENCY 

Lyn Clayton, D,S,W, 
Rebecca Barrage, R.N., M.S. 
Salt Lake Veterans Adniinistration Miedical Center 

Dale A. lund, Hi.D. 
Michael S. Caserta, M.S., 
Intenaountain West Long Term Care Gerontology Center 
Salt Lake City, UT 

Learning has been defined as changes in behavior that result frani 
e)5)erience (LeFranoois 1982) . Gagni (1965) refers to the varieties of cihange 
called leaniing. Ihe question we addressed is: Can health care teams be 
trained to be ccopetent, cost effective, and time efficient? 

At the Salt lake VA Medical Center we are conducting a longitudinal study 
of team development and training, attenpting to answer that questicai. Our 
t3raining project is part of a long-term plan of the investigators to study and 
inprove the efficiency and effectiveness of interdisciplinary health care 
teams, Althowi^ teams have a variety of functions, carry them out in many 
settings, and are not restricted to only the times vAien all members are 
physically present and acting together, the focus of this project was on the 
team's case management meetings. Critical decision making processes are most 
easily identified and observed at these team meetings since most members are 
present, they involve a limited amount of titae, and they are sfpecif ically 
devoted to a primary activity of health care teams viiich is the exchange and 
sharing of information to iirprove patient care. 

Hiase one of the long-term plan was cortpleted prior to this project. It 
consisted of a quantitative and qualitative descriptive stii^ of the decision- 
making process during the meetings of the same interdisciplinary team reported 
on in tiiis paper. Several recommendations from that stucfy were made 
concerning the need for meeting preplanning, structure modification, and 
proportion of time spent on various activities. Ihe present project 
represents the second phase of the overall plan, ^*iich was to provide 
additioned tredning and a video recording intervention to help the team 
achieve the recommendations of the previous stody and to develop assessment 
instruments and strategies viiich can be i:ised to inprove the efficiency of team 
meetings in many settings. 

Our HBHC team is corrposed of nine members: four nurse practitioners (two 
males and two females with one of the females acting as the coordinator) , one 
social worker (male) , one ocapationEd therapist (female) , one physician 
(male) , one dietician (femede) , and one secretary (femsde) . Most members had 
been part of the team for at lea*3t l'^ months. During that time, case 
management meetings were held twice a week and lasted from one to three hours. 

Prior to inplementation of the trainirg/education intervention sessions, 
six case management meetings were video-recorded to provide the baseline data 
for the pre-assessment period. After cortpletion of five days of directed 
training, six moire case management meetings were video-recorded to provide 
post-intervention measures. Training intervention included three basic steps. 
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step one cxjnsisted of two separate team raeetir^ to discuss the team's goaJs 
and to arrive at consensus as to what chaises the team wanted to make. 

Step two was in integral part of the intervention. This two-hour session 
was devoted to a review of the analysis of the pre-intervention team iieetijws. 
Parts of each videotape from the six case management team raeetii^ were 
content analyzed for both individual team member interactions ani groi:?> 
ciiaracteristics. After each team member reviewed several graphs illustrating 
tiieir types and degrees of participation and the overall graap functionim, 
the team was again asked to modify any of their previous goals in li^t of 
this statistical feedback. Some goals were nodified so that they could be 
measured by the coding scheme vised to analyze the pre-intervention team 
meetings. 

_ Step three included two one-hour training and discussion sessions 
directed by the ITIG Coordinator. These sessions focused on how to acootnplish 
the goals that the team had set. It is very important for the team mernbers' 
own ^pecific goals to be incorporated into intervention goals and strategies. 
In this project, the interdisciplinar\- team largely determined the goals and 
the coordinator then developed the intervention strategy around them. Tteam 
members were highly interested in the outccroe of the evalmtion because it 
wculd provide feedback on how successful they had been in making changes that 
they felt were important and desired. 

One of their goals was to lower the percentage of social-emotional, non 
task oriented aspects of the meetings. They wanted the cases presented 
succinctly and then a short break between case*;. This led to a more careful 
scrutinizing of the material presented. Another issue analyzed was the 
hypotiiesis that a structured discussion grcxp process increases the ssstxa± of 
effective groi^ task activity more than an interactive groi?) process duiim 
interdisciplinary team case management meetings. 

Structured discussion grotp process contains the following steps; (a) 
identifying the facts, (b) stating the objectives for actions, (c) identifying 
the imderlying causes of the problem, (d) generating alternative solutions, 
(e) choosing the "...best alternatives," (f) identifying actions necessary for 
mplementation of the best alternatives. A facilitator is responsible for 
assuring that the grcusp avoids accepting an alternative before all the steps 
are ccsrpleted. A solution is chosen by general consensus. 

One of the most canmon complaints voiced informally and in the literature 
atoout the team conc^ is the length of meetings and inefficiency of process. 
This study is an attempt to demonstrate that it is possible to study team 
interactive patterns and to then iitpleroent changes that make the team more 
efficient, based on the team's specific deficits. 

The structured grcqp process is thou^t to be si^jerior to other grotm 
processes in inocSerately ccnplex situations (White, Dittrich & Lor^, 1980) . 
Dje to the tedious and time consuming nature of this project, a sanple of 20 
discussions (constituting aFproximately 20% of the total clients discussed 
during a three-manth period) was selected frcm the available tapes. These 
were randomly chosen within the group of new and review cases for each nurse 
practitioner - representing one of each for the three case managers. The 
grxx^ process involved in each activity was coded according to Bales ' (1970) 
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well-fonmiLated technique for classii^irg and analyzing selected facets of 
grajp interaction in the first phase of the study. This instrument is 
si^ported by years of research and is based on the assuraption that there is an 
enpirical nature to hman interaction, namely, that oertedn actions tend to 
have related effects on subsequent action. For exaitple, questions usually 
stimulate answers and answers can result in either positive or negative 
reactions. 

Rates of participation should vary with the problem or intervention being* 
discussed if resources are used adequately. Ihe proportion of a person's 
questions that are answered will reveal vAiet^^r there are attenpts to tap 
resources and if the atteirpts are successful. The number of positive versus 
negative responses will reveal hew conducive the atmosphere is for answering 
questions. 

The concent of Bales' categories is primarily designed to make inferences 
about personality and does not address the decision making process itself. 
Kbfflnan's (1979) model focused on decision making but only the solution 
adoption aspect of it; therefore, Hoffman's model was adapted and used in the 
second phase. 

In order to make the coding process manageable it was necessary to select 
parts of each videotape for analysis. One patient case was then selected 
randomly from each of the six pre-intervention case manageinent meetings. Ihe 
same procedures were followed for the coding of the post-inteivention 
meetings. 

All statements by each team member were coded according to four specific 
categories: (1) statement of the problem; (2) critical; (3) si?portive, and 
(4) non task oriented. Statements of the problem were defined as acts or 
statements of a descriptive natxire v*uch add information to a case review, 
and are typically neutral (not supportive or critical) . Critical statements 
were those asking critical questions or suggesting alternative courses of 
action. They were not defined as negative messages. Si^^portive statements 
were those e}5)ressing agreement or satisfaction with other statements, as 
well as those vMch needed clarification in a noncritical way, and those vMch 
helped bring closure to the discussion of a particular issue. The non task 
oriented statements were those not related to the resolution of the problem or 
issue. Typically, they were socio^^emotioncd expressions related to the relief 
of tension, mediation, or encouragement. Althou^ these statements can be 
distractions, Hoffman notes that they are inportant and they do influence 
groi^) decision-making. 

In order to make the coding process manageable, it was necessary to 
select parts of each videotape for analysis. The coding procedures required 
approximately three hours for each hour of tape. Rather than randomly 
selecting minutes from each tape it was determined that it was more Mportant 
to analyze the team interaction during the entire discussion of a patient 
case. This would most likely provide data related to all four coding 
categories. It was equsdly iirportant to select videotape segments vdiich 
included both the presentations of new and review cases and to have different 
nurse practitioners as the primary case presenters. Given all these 
considerations, one patient case was then randomly selected from each of the 
six pre-intervention case management meetings. The same procedures were 
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followed for the coding of the post-intervention meetings. One person did all 
of the data coding but reliability diecks were completed by one of the project 
^aoltants. iVio 20-nanute segments were found to have a 94 percent agreement 

For purposes of providing intervention feedback to the team members and 
for evaluating the Inpact of the intervention, numerous graphs were prepared 
on the participation of the individual team members and the group as a Siole. 
Each team member's participation was depicted in five graphs: (i) their 
P^oentage of the total groip participation and the percentage of their own 
participation that was; (2) statement of the prcblerc; (3) critical; (4) 
si?jportive; and (5) non task oriented. These graphs were used primarily for 
Oie intervention purpose of providing feedback to each individual team meniber. 
■niey were encouraged to set goals for their own participation and to determine 
whether they were successful in aoccraplishing them after the intervention. 

I^ing the pre-intervention period, the team spent an average (mean) of 
36 minutes discussing each patient. One new patient case was discussed for 62 
mimt^ ^ another for 57 minutes. The least amount of time spent on one 
patient during the baseline period was 13 minutes. This was a review of an 
ongoing case. 

"^f^ recognized chang'-s in the amount of time spent on each 

caseafter the intervention. The average (mean) amount of time per case 
or^ped fron 36 to 20 minutes. This time savii^ of 16 minutes per case is 
M^y significant particularly when it is multiplied by several cases per 
meeting and the number of meetings over the course of a month, year, or even 
inoirc (sec TcudIs i) • 



TABLE 1 



HEHC RESULTS 

Time Saved: (used for patient care) 
16 minutes per Ccise 
Average of 8 cases per week 

10 team members = 21 hours and 20 minutes saved per 
week or 89 1/2 patient-care hours saved a month 

Potential Hospital-wide Savings 

Average of 20 Health Care teams in hospita]. 
fuss^ c£ 1,192 hustb^coildbe sasdiiTlh^ 



airing the post-intervention phase, the most time spent on one patient 
case_ (new) was 30 minutes and the least amount of time was 11 minutes 
(review) . Not only was there a reduction in the average amount of time per 
case, but there was less variability in the amount of time spent from one case 
to another. IXoring the post-assessment meeting with the team, there was 
oonseTsus that the members were pleased and satisfied with these changes and 
that the quality of the tear? meetings was significantly iitproved. The team 
r^rted that the qiaality of their case management meetii^ was enhanced as a 
result of the time reduction because their discussions were focused and 
directed more toward the care of the patient. 
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In current c3ays of sericxis budget restraints, we are searcOiii^ for ways 
of being inore conservative in utilization of all resources. As we attaipt to 
ser/e more veterans with our current staff, we must scrutinize the tiiwe being 
spent in non-direct care, and assure that it is tine effectively spent, 
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APPENDIX 



A TRAINING MDDEL PCR INCREASING TEAM EXCEUENCE AND EFFICIENCY 

STEP ONE ; Video recordings are made of several team meetings to provide a 
baseline. Audio recordings, although not as carplete, can be 
xised. 

STEP TWQ 2 Goal setting session held. 

A - Team xaenibers set their goals and arrive at consensus. 

(Goals can be and often are litposed on a team, with less 
beneficial results) 
B - Decision is reached as to the coding scheme used. 

STEP THREE ; Intervention planned by facilitator based on team goals. 

STEP PCUR ; Coding of pre-intervention recordings. 

STEP FIVE ; Intervention carried out. 

Interventions can be feedback sessions, educational, or 
e>5)erienti2LL sessions. Number and length of sessions based on 
clianges to be inplemented and time constraints. 

STEP SIX ; Record the same number of sessions as were made for the pre- 
intervention phase. 

STEP SEVEN ; Recordings are again coded using the same methodology. 

STEP EIGHT ; CcBPnparative analysis made of pre- and post-intervention 
material and team gosds. 

STEP NINE ; Feedback session with team. 

ST EP TEN ; Follcw-i?) session to re-evaluate goals and progress and set 
goals for future progress. 
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CJRGANIZATICaiAL SmJCIURES OP HEAIHH CftRE TEAIG: IMPACT CN TEAM 
DEVEIDEMENT AND IMPLICaTICNS PGR CXJNSULEATiaJ 

Michael P. Parrell, Fh.D. 
State Uhiversity of New York at Buf fedo 

Madeline H. Schmitt, R.N., Hi.D. 
iMversity of Rochester Medical Center 

Gloria D. Heineraann, Hi.D. 
aif f edo Veterans Administration Mediced Center 



Introduction 

Iheories of qxxxip developnent (Tudanan, 1965) iitply that a health care 
team that is ijnencunbered by organizational constraints will pass throu^ the 
stages of developnent more easily than one that is constrained. For the team 
" '^ x^'tMed in the traditional ho^ital setting, demands fcan various departments 
of the ho^ital, constraints of professional reference grxx^s, and traditional 
professional roles would all seen to ocnfipire to inhibit developnent. if this 
were so, then a team that functions on the periphery of the hospital might be 
expected to work its way through the difficulties of the early stages of 
develcpoent and reach the stages of smooth functioning more readily than one 
that is constrained by its bureaucratic environment. If the members have only 
each other to take into account, they should more readily develop strong 
cohesion and effecti'i^e means to fulfill their tasks. It would also follow 
tihat consultation designed to facilitate team developnent should be easier 
with the more autonomous team. Being more autoncncus, they sihould be more 
able to implement vdiat they learn. 

Our findings fran educational consultations with two teams over a two- 
year period have led us to question this line of reasoning. Contrary to our 
initial expectations, we found it more difficult to move the more autoncmous 
team to the later states of developnent than it was to move the less 
autonotnous team. 

In this ps^jer, we first discuss cur thinking about the stages of team 
developnent and about the structural and cultural factors that affect such 
developnent. Next we present the quantitative evidence that enabled us to 
canpare the two teams before, imnediately after, and six months after 
consultation. Pinally, we discuss cur e}q»riencses vAiile consulting with the 
two teams. 

cur consultation procedures have been described in a previous pe^ier 
(Farcell, Schmitt, and Hfeinemann, 1984) . Briefly, the procedures made use of 
quantitative and qualitative assessments of team properties, feedback 
workshcps, and follcwip measures of the effectiveness of the consultation. 
We first used videotapes and interviews to gather data that enabled us to 
assess each team's needs; then we provided each team with a series of four or 
five workshops tailored to help them learn about their functioning and to 
progress to the later stages of team developnent. The workshops were spaced 
about three weeks apart. Ihe time from initial data gatherii^ to follow-ip 
observations was approximately one year. We worked first with an in-patient, 
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general itiedlcal teean (IP Team) ; then, a few uonths aftar cxnpleting that 
cxjnsultation, we worked with an cxit-patient, home care team that was based in 
a hospital (HC Team) • 

Stages of Team Development 

In a previous ipsper, we presented an attertpt to relate our ciDservations 
of health care teams to theories of groap development (Farrell, Heinemann, and 
Schmitt, 1986) • Drawing on observations of teams in a variety of settings, we 
argued that the stage of team development could be inferred based on the 
constellation of informal roles present in the team. In Stage I, the 
Dependency Stage, nenbers are uncertain about professicnEd roles, grxxp 
process roles, and authority roles. Because they lack commitment to the team 
and tmst in one another, commmication is not qpen. The^ are liJcely to seek 
orientation and guidance fron authorities inside and outside ttie team. The 
dominant informal role in this stage is likely to be the Si:{)erman or 
Wonderwoman, a mmber \it)D is seen as particularly conpetent and vftio is 
idealized by other meoonbers. Other roles include the Helper, a meidber \Aio 
makes considered efforts to please the dominant person; the Scapegoat, a 
meaoober vftio is perceived as incocpetent and a major source of team problems; 
and the down, a mesoober vftio vses humor to dispel tension generated by team 
mescbers* xince2±ainties. 

In Stage II, the Conflict stage, teams are likely to be polarized in 
conflict about the exercise of axxthority. As team members carry out work 
together, they are likely discover many disagreements about \ghat eaoh msnber 
should be doing and about how much control one meniber, often the piiysician, 
should have over other mearibers. Conflicts are likely to be dealt with by 
means of avoidance, and tensions are liJcely to be dealt with indirectly. 
Oocasicmlly, conflicts may en?>t in meetings, but they are likely to go 
unresolved and result in an aiftermath of hcird feelings. 

!Ihe dominant informal role during this stage is the ^IVrant, a meniber vAio 
is seen as an oppressive authority figure. Usually, but not always, this 
member is the physician. Hesnbers may turn to this person for decisions or 
conflict resolution, but they are also likely to resent this person's 
dominance. Conflict results vftien this dominance is challenged, often by a 
team member playing the role of l&tclietman. As conflict intensifies, the 
Katchetman may become the lawyer or spokesperson for the discontents of other 
members. Within the team, several new informal roles may emerge to dispel or 
contain the growing tension: Bie Caring Ear or socio-^notional specialist, vAao 
spends much time listening to gripes and repedrhig damaged self-esteem and the 
Party Hbst^ v4io attenpts to counter growing resistance by bringing food to 
meetings, staging parties, or in other ways being nice to everyone. 

In the later stages of development (State HI, Cohesion and Consensus, 
and Stage IV, Functional Role Relatedness) , preooapation with authority is 
lesseiied. Throu^ open discussion, members confront discontent and negotiate 
a consensus aLrxit goals, procedures, and roles. The negotiations result in 
clarification of ambiguities about authority, professional roles, and members' 
rights and responsibilities hi team meetings. Ihe emergent roles and 
eaqjectations become the core of the team's culture. Members in this stage 
eo^ress a greater sense of we-ness. The team alternates smoothly throu^ 
periods of work punctuated by meetings to resolve conflicts as they arise and 
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parties to oel^rate aoocnplishments. 



The informal roles likely to be salient at this time include a Coalition 
of Oolleagues, a core grotp of menibers vAio are relatively equal in 
participation, share a sense of respect and wamrth toward one another, and 
divide the labor and decision-naking based on e5?)ertise. The former Tyrant, 
Superman, or WomJerworoan is likely to be a mentoer of the coalition, but he or 
she is new likely to interact more as a peer. C3aoiraunication is less likely to 
be blocked or overloaded vdth tension. 



Structur al Factors that Influence Team Develocment 

Ihe locus of Enibeddednesa. One structural factor that influences team 
develoFoent is the degree to which team mesaibers are entoPcMed (Granovetter, 
1985) in either their discipline-specific network or the team network. A 
menber v«» is more enibedtJed in a discipline-specific network consults 
frequently with and spends most ftee time with persons in his or her own 
discipline and. is more closely si^jervised by discipline-^jecific authorities. 
One v4io is more w m b e dded in the team consults and socializes more with team 
meaberB and is only loosely supervised by authorities outside of the team. 
JJe locus of ft nft iflddfld n ess influences the degree to which members adhere to 
their professional roles and the degree to which they becorae invested in the 
team's formal and informal roles. 

Prior to consultation, the IP Team menibers were less *»»iih«vV^or| in their 
team networic and more enbedded in their discipline-specific networks. One 
factor that contributed to this was that only 3 out of 12 IP Teeca martoers were 
assigned full-time to the team, while other mentoers ranged frcm 10% to 60% 
time ocmaitment. Even some of those \*o were assigned full-time to the team 
Ghaxed offices with other professionals fron their own disciplines, ihose 
without full-time assignment had their offices geographically dispersed 
throughout the hospital. *- j t~ 

In contrast, eight cut of nine HC Team members were assigned full-time to 
the team. Die ninth mentoer, the physician, had an 80% time ccnanitment to the 
team. Seven team menbers shared one large office, while the other two, the 
physician and the secretary, had offices directly across the hall. Only two 
team menbers, the head nurse and the social worker, were likely to interact 
with any frequency with professionals fcon their discipline-specific networks 
cutslxJe the team. Since the HC Team's patients were dispersed throughout a 
large metropolitan area, team menbers were frequently away from the hospital. 
Bius, unlike the IP Team, the HC Team members operated on the periphery of the 
hospital bureaucracy and were more embedded in their team network, in terms of 
both their time ocranitment and their proximity to one another. 

•ae degree of ffli heddpd n ess in discipline-specific or team network was 
manifest in many ways in the teams. The IP Team mentoers had more loyalty to 
the ir ow n respective disciplines and less loyalty to their team. When 
confronted with a prcblem in diagnosis or treatment, team meaoobers turned to 
colleagues outside the team for consultation. Ocwplaints about the team were 
likely to be shared with these outsiders. For exanple, during our period of 
observation the resident physician took oonplaints about team organization to 
his supervisor, rather than bringing them to the team. Arwther manifestation 
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of discipline-specific enibedaecaness in the IP Team was that mernbers more 
rigidly adhered to their professioneLL roles and resisted any pressures to take 
on resfponsibilities that weitt beyond their job description. 

Being less arbaMpd in their discipline-specific networks, the HC Team 
nembers were nore lUoely to channel oonplednts and consultations back into the 
team. Since HC Team meaD±>ers were less involved with people outside their 
team, they were more suso^itible to informal pressures frcxn one another. 
These pressures pulled them into activities that were not expected within 
their formal, professional roles, lor exaitple, the social worker became 
involved with administrative, record-keeping work, which both he and other 
menibers felt was the dcnain of the head nurse or the pi^ician in his role as 
medical director. But because of perceived pressing need, the social worker 
continued to carry out these functions. litewise, the IINs took on 
responsibilities that were normally reserved for PNs, and the physician's and 
nurse practitioner's roles often overlapped. The lack of strong ties to their 
own disciplines created a context where role-dedif ferentiation was more likely 
to occur. 

Ihe Geographic location of Patients 

Other structural factors besides locus of embedaedness contributed to the 
differences between the two teams in the dedif ferentiation of roles. The IP 
Iteam was responsible for 34 patients located in adjacent corridors. Each team 
roeniber could visit any patient easily. In contrast, the HC Team was 
responsible for the care of 85 to lOO patients scattered arcjnd a large 
metrtjpolitan area. Each team meniber was able to visit only three or four 
patients per day. In a normal cfycle of visits, an FN might allcw three to six 
weeks between her visits to a paiidcular patient. However, during this 
interval, other team members were likely to visit the patient. While alone in 
the patient's hcroe, each meniber had to act as the "&/es, ears, and hands" for 
the others; that is, he or she had to take in information for the other 
disciplines ard soraetimes make decisions or provide services that ordinarily 
would be the responsibility of another discipline. Thus, the physician, 
acting like a traditional family doctor, mi^t ejqand his or her role into 
nursing or social work. The UN mi^t eiqpand into professional nursing, or 
the nurse practitioner mi^t expand into medicine. While the lack of 
enibeddedness in the discipline-specific network allowed for dedifferentiation 
of professional roles, the dispersed of patients and the cycles of patient 
contact actually encouraged it. 

Cultural Factors that Influence Team Development 

The Clash of Cultural Models of Authority and Division of Labor. In 
addition to the stnoctural factors that contributed to differences between the 
two teams, there were also cultural differences that influenced team 
development. In contrast to the IP Team, which had clear ej^jectations for the 
exercise of authority, the HC Team was confronted with uncertainty about the 
exercise of authority in two k^ roles - the physician and the head nurse. 
The HC Tteam functioned at the edge of the hospital bureaucracy. Their 
patients had problems that did not require hospitalization; yet, they were 
sick enough to require monitoring and irpit of health care team skills - 
especially those provided by nursing. In the contenporary health care system, 
nursing has a well-defined model for hone health care. The model of the 
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relatively autonancus visiting nurse fits well in the situation. Each nurse 
on the HC Team had a case load for which she was responsible. However, the 
roles of the physician and head nurse were less clearly defined. The more 
specialized medical knowledge and skills of the physician were not required on 
a regular basis (as they are in a hospital where patients were more acutely 
ill) . Slnoe there was no unit of patients arrl staff to manage and since it 
was inpossible to maintain contact with all the patients, the role of head 
nurse was also less clear. The HC Team was confronted with the prcblem of 
redefining these roles -sorting cut which models of physician, head nurse, and 
team were e^jpropriate to the work setting. 

Confronted with this situation, the physician vacillated between two 
models fot his role - the hospital physician and the family doctor. Drawing 
on the ho^ital physician model, he thought he should clossly supervise the 
staff and maintain ip-to-date information on all 85 to 100 patients. This led 
to his decision to have daily meetings at whidi each team member reported 
their activities of the previoas day to him. Drawii^ on the family doctor 
model to define his role, he made house calls to a variety of patients so as 
to maintedn personal contact. 

The head nurse also had no clear model to draw on in defini:^ her role. 
The other ENs conveyed to her that they would like her to take responsibility 
for seme of the day-to-day hone visits and care of patients. The social 
worker indicated that he would like her to take on sane of the reoord-keepii^ 
and health insurance work. Drawing on her aodel of head nurse in the 
hospital, she felt these functions were outside of her role; yet, she could 
not clearly define viiat she should be doing as head nurse in the HC Tteam 
setting. 

In the midst of this vawertainty, the physician's role became pivotal. 
The authority associated with the external prestige of this role enabled him 
to force othere on the team to ocoply with his solutions to problems. For 
exanple, because he was the physician, other team mambers went along with his 
demand that they meet every mmcning to discuss patients even though they 
thought the meetings were redundant. «hen other team vessissrs atter^ted to 
resolve their cwn problems, they would turn to him for authority to back them 
vp. Consequently, the physician's role became both central and problematic 
due to his lack of definition. 

Effects of the Struct ural and cultural Differences on Tteam Development . 

The differences in the two teams with respect to enijeddedness, location 
of patients, and clarity about authority roles, created many differences in 
the types of strains ejqjerienoed by each team, and resulted in differences in 
the stage of team development each achieved. The IP Tteam was still in the 
Dependency Stage. lack^ a sense of being a team, they had more permeable 
boundaries. Strangers could oct» and go at meetings wittiOUu identifying 
thaaselves to the team menbere. members would sit scattered about a roan 
haphazardly so that it was difficult to say who was a member of the team, who 
was a student, and who was sinply a visitor. In dealirg with outside 
authority, they were dependent and ocnpliant. Their meetings had a very rigid 
quality with each maiiser in turn pres«rt:ing the r^rt from his or her 
discipline. Some menibers complained that they did not understand the jargon 
of other disciplines. 
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On the other hand, the HC Team was intensively embroiled ir the Conflict 
Stage of team developonent. The seven team menibers v/ho shared one large office 
were free to interact vdth each other in a fliiid way; strong coalitions 
developed within this grocp. As members became aware of one another's needs, 
they volijnteered or were pressured to bend their professionad roles tc assist 
one another. Overloaded with patients, the menibers were sensitive to \diether 
everyone was doing his or her fadr share of work. 

Ihe physician, vAio had a SQ>arate office, was not as deeply involved in 
this network* Ihe heavy load of patients made him anxicas about meeting 
patients' needs. And the e}q>ansian of other team meaiibers' roles made him 
anxious about having his responsibilities usurped. At tlTies he would visit 
pa^-ients in the evening, vAiich created feelings among other team menibers that 
he was "checking vp^* on than. At other tiines, he would delay making decisions 
by cledming he needed more information. Meetings to ke^ hj^ informed were 
loosely organized and fineguently broke dcwn into side conversations or dyadic 
ccnmunication between the physician and one other team member. Since the team 
was less embedded in the hospital bureaucracy, the team members had no 
authorities outside the team \Aio could be blamed for their problems. 
Conseguently, de^ seated feelings of frustration and anger pervaded the 
relationship to the physician. Members vacillated between begging him for 
decisions and attacking him for being too dominant. 

Ocgnparison of IP and HC Team Functioning 

Ouantitative Measures . Several of these differences in team functioning are 
reflected in cur measures of team properties. Before beginning a series of 
workshops designed to help the teams function more effectively, we asked team 
members in individual interviews to characterize the team as a \^le, the 
relations between team members, and their own roles in terms of role clarity, 
role overload, and styles of resolving conflicts. To measure changes in 
properties of the team., we cisked members to fill out two questionnaires 
before, immediately after, and six months after cowpleting the workshops: the 
Moos' axdp Environment Scale (Moos et al, 1975) and Bales' SYMIDG Scales 
(Bales and Cohen, 1979) . The latter scales enabled us to meainore changes in 
the informal role structure of the teams. 

Similarities between the Teams . Looking at the Moos scales, we see that 
initially both teams r^rted relatively hi^ degrees of cohesion (Table 1) . 
Ihey responded positively to such items as, "There is a feeling of unity and 
cohesion in this grxx^)." However, responses to this scale may have been 
colored by the same social desirability factors that lead married couples to 
report satisfaction with their marriages. 

Not surprisingly, both teams felt positively about their task 
performance. In spite of ar^ interpersonal or administrative difficulties, 
teams \:isually strive to do well at their basic tasks. On the Clear Objectives 
item, v*iich ranges from a hi^ of 5 to a 1cm of 1, the average member's rating 
in both teams indicated that they felt the task objectives of their teams were 
fairly clear (Table 2) . Another indicator of their perceptions of task 
effectiveness are the reports on hew well menibers cooperated to get the work 
done (Table 2) . Both teams scored hi^ on this scale. 

Consistent with these rep^^rts of task effectiveness, we found that on the 




Moos scales botli teeBns also scored high on Task Orientation (Table l) , vMch 
Incaicates agreement with items like, the team helps its members "make 
practical decisions" and "learn new skills." Hbwever,both teams also scored 
relatively low on Innovativeness (Table l) ; each agreed that "This team has a 
set way of doing things" and, "Bie team usually follows about the saite oattem 
in every meeting. " 



TABLE 1 

Mean Scores on Moos Grxxp Environment Scales 
IP Team hc Tfeam 





Before 


After 


6mos 


Before 


After 


6mos 


Cohesion 


6.1 


7.0 


8.1 


7.1 


7.3 


6.3 


liBader Structure 


6.2 


6.4 


5.7 


4.2 


6.4 


4.9 


Expression 


4.7 


3.8 


4.3 


5.8 


6.6 


6.4 


Independence 


5.7 


5.7 


5.9 


4.4 


7.1 


5.8 


Task Orientation 


7.7 


7.6 


8.0 


7.2 


7.6 


6.3 


Self Discovery 


1.5 


2.1 


2.5 


4.5 


4.8 


5.3 


Anger 


3.4 


3.6 


3.4 


6.7 


6.3 


7.0 


Order and Org. 


5.9 


6.0 


7.3 


3.1 


5.3 


4.4 


Ijeader Centered 


3.6 


3.3 


2.6 


5.7 


5.5 


5.6 


Innovativeness 


3.9 


3.5 


3.3 


3.5 


4.0 


3.1 



TABLE 2 

Mean Scores on Initial Interviews 



IP Team ijc Iteam 

X X 
(sd) (sd) 
Clear Objections 3.60 3.72 

(0.49) (0.71) 

Role aarity 3.55 3.33 

(1.19) (1.33) 

Role Conflict 2.30 2.89 

(1.19) (1.45) 

Individuals Valued 3.50 2.83 

(1.12) (l.*52) 

Decision Clarity 3.20 3.28 

(0.87) (1.18) 

Trust, Recognition 3.65 3.30 

(0.90) (r.41) 

Cooperation 4.05 4.17 

(0.47) (0.58) 
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Differenoes between the Teams , Vte being to see initial differences when we 
look at itans that focus on grocp structure and individual raeaiiber's 3>5)erience 
of being in the gxxxp. In ocnparison to the IP Team, the HC Team reported 
less Order and Organization (Table 1) . HC Team laerribers were less likely to 
report that "Activities of the grxxp are carefully planned, " and more likely 
to report that, "It is scniBtiioes hard to tell just what is going on in this 
team." IP Team nenibers, who were more embecMed in their discipline-specific 
networks, reported that their roles were clearly defined more so than did the 
HC Team members (Table 2) . Not only is the mean for Role Clarity on the HC 
Team lower, but the variance is greater, >*iich indicates that sate members 
felt their roles were quite dear, while other felt they were not clear at 
all. Looking at indiviAial responses, we find that the head nurse, v*io had 
just begun to work with the team, was particularly uncert2dn about her role. 
Ihis uncertainty did not resolve itself over time, ihe other HC Tteam members 
Jfiho were most uncertain about their roles were the pl^ician and LFN. 

Reflecting the role dedif ferentiation, the members of HC Iteam also 
r^rted more role conflict and overload than did the members of 'che IP Iteam 
(Table 2) . In their i^ations to one another, HC Team members r^rted less 
of a sense that the value of each member's contribution was appreciated or 
that members were trusted and recognized for their contributions. Again, the 
variance on these items indicates wide differences in how these dimensions 
were perceived in the HC Team. For exaitple, viiile the physician saw the team 
in a positive li^t, the LPNs saw it in a more negative li^t. 

This sense of ambiguity may not be all bad, because it sets the stage for 
more Self-Discovery (Table 1) . HC Team members were more likely to agree 
that, "In this team members are learning to depend on themselves." The lack 
of order was also associated with greater E)5)ressiveness in the HC Iteam (Table 
1) ; vMle the orderliness of the IP Team was associated with a sense of 
constraint, m Team members agreed that, "Ihere is a lot of spontaneous 
discussion in this team," while IP Team members were likely to say that, 
••Members tend to hide their feelings from one another. " Ifowever, at times 
this q)antaneity in the HC Team erupted into overt arger. The HC Team, 
agreeing with items like, "People in this team sonetimes yell at each other, " 
and •'Members often gripe, •• scored hi^er than the IP Team on Tolerance for 
Anger and Aggression (Table l) . 

In addition to these differences in the atmospheres of the two teams, the 
HC Team reported less of a sense of siqpport frcan the leader (Leader Structure, 
Table 1) than the IP Team. HC Team members disagreed with such items as, •'The 
leader goes out of his way to help members, •• and ••Members can count on the 
leader to help them out of trouble. •• Even thoui^ the HC Team members did not 
feel the leader provided sijjport or structure to the team, they nevertheless 
felt that the leader dcamiated the team (Leader Centered, Table 1) . Ihey 
claimed that, "'The leader has much more influence in the groap than the other 
members do," and •'Ihe leader often tells other members how to do things." 
Ihis d an i n anoe also became apparent vAien we ccartpared the two teams on their 
styles of resolving conflict. While the IP Team was likely to settle 
conflicts by avoidance or corpronise, the HC Team was more likely to settle 
them by leader fiat. 

Authority issues for the IP Team were focused on persons outside the 
boundaries of the immediate team. Iheir coaiplaints about aiithority centered 
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around the cxjnstralnts and iapositions of the heads of services within the 
hospital bureaucracy. The HC Team, being more autonciKxis and less imbedded in 
the hospital bureaucracy, focused authority issues on the E^iysician inside the 
team* 

In addition to answerii^ questions about their perceptions of their 
teams, members v?ere asked to rate themselves and other team members using 
Bales sailDG adjective checklist. SYMDDG enabled us to locate each member in 
a three diinensional space. Ihe results of this analysis were used to assess 
the informal role structure of the team, ihe dimensions are: 

Proninenoe (Up-Down) - How assertive or active members are in the 
team; 

Sociability (Positive-Negative) - How warm or si^jportive members 
eure; 

Task versus E>5)ressiveness (Forward-Backward) - How useful members 
are at logical, pmblem-solvii^ versus how much jokii^, story- 
telling, or other ej5)ressive activity the^r show. 

* the smo; diagrams (Figures 1-6) , Prccdnence is indicated by the size 
of the circle drawn to represent each member. Sociability is represented by 
the position of the circle on the Positive-Negative dimension. Task, versus 
E>5)ressiveness is indicated by the position on the Forward-BacJcward dimension. 

^In the initial observation the bulk of the IP Tteam clustered in the 
Positive quadrant (Figure 1) , whereas two membe.rs were seen as different from 
taie others. One of the isolated members, the clinical nurse specialist (OsB) . 
^ was an "outside" consultant to the team, was seen as assertive, task-- 
oriented, and less positive; but, since she lacked any legitimated authority, 
h^ assertive task-orientation made her a candidate for the Wonderwanan role 
rather than the Tyrant. Ihe other isolate, the physical therapist (FT) , was 
seal as more negative, less task-oriented, and less assertive than most 
menib^. This role resembles that of the Scapegoat. The physician (MD) in 
^ located in the center of the grot?> - prominent, and tak- 

orlented, cut also quite positive. The head nurse (HN^ was the Caring Ear in 
this team. Also, in the IP Team, the social worker (SW) was a prominent, 
e>^^ive member, in socicroetric ratings, he was the best liked member. His 
warmth and joking behavior made him a candidate for the Clown role. 

Si^jerficially, the HC Team resembled the IP Tteam. The HC Tfeam's ratings 
prior to oonsultation show that the physician (MD) , like the clinical nurse 
specialist in the IP Team, was seen as relatively proninent and negative 
coDDpared to other members (Figure 4) . Hbwever, because of his authority in 
■Qie team, he daninated the grcwp, and his Informal role resembled the Tyrant. 
The head nurse (HN) and the nurse practitioner (NP) were also relatively 
prominent, but they were seen as mors positive and appeared closer to other 
team members. The nurse practitioner sometimes played the hatchetman or 
lawyer for other members and argued their cases to the E^iysician. The 
secretary (^) was the most positive member, m our observations she played 
the part of the Caring Ear; her office was the place where neople went to 
gripe and receive synpathy. The social worker (SW) was seen as the least 
task-oriented and was not very assertive. As a groiqp, the team was polarized, 
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with the liiysician amd the social worker each beii^ outside the inner circle. 
One thing to note in ocnparing these diagrams is that the difference in the 
siz^ of the circles is greater in the HC Team. This difference between teams 
in the variances on the Eracdnence dimension indicates more initial equality 
of participation in the IP Team than in the HC Tteam. 

Results of Oonsultatlon 

locddng at the Moos scale scores, we see that, iinmediately after 
consultation, members of both teams r^xsrted more Self-Discovery, and both 
teams became sli^tly more cohesive (Table 1) . But six months later the IP 
Team continued to get closer, vMle the HC Team fell bade to a lower level 
Task Orientation, Order and Organization, Leader Structure, and Member 
Ind^jendence (Table 1) . All initially laproved for the HC Team, then the 
scores reverted back toward pre-consultation levels in the six month follow-up 
ob^rvation. Tolerance for Anger (Table 1) fell slic^tly, then rose to even 
higher levels at the six month post-consultation observation. 

'These dianges are reflected in the smsx ratii^. m observation two 
(Figure 2) the IP Team had moved closer together and the range on the 
ganinenoe dimension had declined. Only the social worker stood out in his 
aown role. By observation three (Figure 3) , six months later, the IP Team 
resembled the Coalition of Colleagues, with relatively equal participation of 
members whose behaviors clustered in the Positive Forward quadrant. 

Initially, the HC Team seemed headed in the same direction (Figure 5) 
The two isolates, the pi^ician and the social worker, noved closer to other 
members. Even though the team lost its Caring Ear during this period (the 
secretary moved to another unit) , members reported positive behavior from 
almost everyone. But by the time of the six month follow^i;p, the HC Iteam was 
in trouble again (Figure 6) . The physician had drifted back toward the 
negative direction, and he was joined by the Head Nurse. The Social Wbrker 
was seen as more task-oriented but was still relatively isolated. The nurse 
practitj.Qner, sanetlmes playii^ the role of Hatchetman or Lawyer in voicing 
members' ccnplaints, stood between the team and the authority figures. A new 
secretary was totally isolated and seemed to be in the Scapegoat role. The 
range on the ProBunenoe dimension increased once again. 

Implications for Consultation 

Wfe have argued that the IP Team members were more embedded in their own 
discipline-specific networks and less embedded in the team network. This 
situation contributed to their being in the Dependency stage of group 
develcpnent prior to consultation. The members were more rigidly oonmitted to 
ttieir professional roles, and they lacked strong coraraitment to one another. 
The constraints of traditional hospital roles and the organization of their 
work setting reinforced this role differentiation. There 
was less a sense of them being a bounded graap and more of a sense of them 
being a loose confederation of professionals. 

In some ways this situation worked to our favor in consulting with them. 
Because the boundaries of the team were less consolidated, it was relatively 
easy for us to gain acc^jtance by the team. Because of their dependent 
orientation toward authority, they were extremely compliant with our workshop 
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prooedia^, which required that they meet in a videotaping room far f ran their 
unit and that they fill out sjveral questionnaires. For the itost part, they 
readily adapted changes that we suggested for organizir^ their meetings and 
relating to one another. ' 

4. J?^ objective of cur consultation became to nove the roeipbers closer 

together. Vfe focused on making members more aware of one another's 
c»ipetencies and allowing them to be more open and trusting of one another. 
Wfe enoouragM them to sharpen the boundaries betw&en their core team and 
outsiders. 

One prcblem with this team was helping it to increase its autonamy as a 
team and discouraging it fron becondj^ dependent i^xan us. In the workshops, 
we sanetimes found it necessary to hold back caranents so that the team would 
discover the resources among their own members and so they themselves would 
develop skill at diagnosing and suggesting changes in their team. 

In contrast to the relatively open boundaries of the IP Team, the 
boundaries between insiders and outsiders were much more difficult to 
penetrate in the HC Team. Although urged to seek consultation for their 
problems, they resisted, until a major conftantaticn in the team forced the 
issue. Even after they had agreed to participate in the workshops, the first 
?f®^-5f?,^ ^ rescheduled several times. Once we gained entry, we found 
it was still very difficult to break the momentum of their own processes. We 
c^eto each meeting with an agenda and soon found ourselves derailed or 
bogged down. When they were not arguing among themselves, they were trying to 
pull us in on one side of a conflict or the other. 

Our first objective in consulting with this team was to gain the trust of 
each member of the team. One way we did this was by goii^ out with them as 
they made hcrae visits and listening carefully to each member's history and 
anaJ^is of the graap dynamics. Wfe conveyed to them that we had no one 
in^b^'s interest as our goal, tut rather our goal was to help the team learn 
and change in ways that would benefit everyone. Wfe worked at helping them 
leam^ analytic ftamework that transcended the more mundane questions of who 
was right or who was wrong about scroe particular issue. 

After gaining entry, in contrast to the problems of moving the IP iteam 
Members closer together, our problem with this team was more one of pulling 
them further apart. In some ways, they resembled a family with children in 
late adolescence - one that Bowen (1978) was characterized as an 
imdifferentiated ego mass. Ihose with authority were reluctant to let go even 
vAien it was appropriate. Ihose with less authority felt ccopelled to test and 
diaOlenge those with more, ihe informal pressures had pulled almost all 
meatoers scn>ev*at cut of their professional roles into sooeone else's 
t^idtory. like many groc?» in the Conflict Stage, exaggerated stereotyping 
and other signs of projection and introjection were ccraaon (Wfells, 1980) . 

In attenpting to help them pull further e^art, i-te worked first on 
bringing structure and order to meetings. Then we worked en sharpening 
members' awareness of the pressures pulling them out of their professional 
roles and encouraged them to sharpen the boundaries between professions. 
Finally, we worked en gaining consensus about the appropriate and 
inappropriate uses of authority by the physiciaii, head nurse, and nurse 
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As the data shew, the strategy has not yet: been suooessful. Teams that 
develop this degree of intensity of involvement vdth one another have more 
difficailty changing. Ihe relative autonany of the HC Team freed it to get 
none involved in the Conflict Stage, and the informal roles of this stage were 
deeply entrenched. Hbe IP Team readily set aside the informal roles of the 
Dependency Stage, btt the HC Team could not easily shift out of the informal 
roles of the Conflict Stage. The autoncty of the HC team alryo made resoluticai 
of authority issues more difficult. Khereas the IP Team found prcblematic 
authority figures outside the team during their Conflict Stage, the HC Tteam 
focused on their cwn members. The lade of organizatioaal constraints enabled 
them to develop more de^ly layered resentments v*iich were more difficult to 
resolve through oonsultaticn. 
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FIGURE 1 
In-patient Team 1 




FIGURE 2 
In-patient Team 2 



FIGURE 3 
In-patient Team 3 
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FIGURE 4 
Home Care Team 1 
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FIGURE 5 
Home Care Team 2 
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FIGURE 6 
Home Care Teaa 3 
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ESTAHLISHMENr OF AN DnEEgPISCTFTiTNABY CXXaHTIVE 
KEHABniTATION RRDGRAM FOR FTnERiy 
NURSING HOME PAT::ENIS 

Bicsnas E. Skoloda, Ri.D., Ihcmas W. lantz-Cashroan, C.C.T., 
Ksa^en Peters, O.T.R./L., and Fraxv^es O. IfcFadden, R.N., M.S. 
Veterans Administration Madical Center 
OoatesvUle, PA 

The present paper focuses on sane of the team issues enoountered vAien 
establishing an interdisciplinary program to provide Cognitive Rdiabilitation 
to elderly patients in a large VA Neurcpsychiatric Hospital. Establishinent 
and isplesQftentation of this program required the coordination and cooperation 
of r^r^esentatives fron at least four major services within the hospital: 
Nursing, Ridiabilitaticn Medicine, Psychology, and Social Work. Several issues 
arose vdiich severely affected the isplesnentaticn and integrity of the program. 
Successful inplementation of the program required the resolution of these 
i R su es and tiie present paper will describe the procedures followed to resolve 
these probleasks. Several significant, but hidden issues also contributed to 
problems in inplementation of this program. The iBsi.iefl voxxrvered will be 
described and disaissed as potential factors involved in all Interdisciplinary 
teams. Ihe e}9)erienoes of the Interdisciplinary Cognitive Rehabilitation 
Program may help other professionals to identify and clari^ landerlying 
roadblodcs to interdisciplinary program ixnplementation. 

The develcpnent and iitpleaaentation of a new program and the application 
of that program to a novel population of patients resulted in significant 
issues for the functioning of an Interdisciplinary Treatment team. Hie 
program is called Cognitive Rehabilix^ition and is a relatively new development 
in the assessment and treatment of patients with injury to the brain. Hie new 
population is elderly Nursing Horoe patients. Frm its inception, this program 
was conceived as an Interdisciplinary effort and the eirphasis of the present 
paper is on the issues that arose in attenpting to integrate staff from 
different professional disciplines into the program. 

Many of the papers delivered at the Annual Conferences on 
Interdisciplinary Health Teams are concerned with the functioning and 
description of Interdisciplinary teams from a theoretical or formal basis. 
The present paper is not theoretioilly oriented, but is based on the 
ejqperiences and Impressions of the primary team menibers themselves. It is 
hoped that this grassroots description will illuminate some of the issues 
encountered in this iype of program and will describe the practical solutions 
attempted to solve these problems. 

Description of Cognitive Rehabilitation 

Cognitive Rehabilitation is a term given to a grojp of procedures used to 
iitprove the cognitive (i.e., perceptual and intellectual) abilities of 
patients. As originally conceived. Cognitive Rehabilitation was designed to 
maximize the rehabilitation potential of youi^er closed head injury patients 
and the treatment was an intensive program instituted vMle the patient was in 
a Rehabilitation setting. Prior to the iirplementation of this Cognitive 
approach, most of the rehabilitation effort for closed head injury patients 
had focused on Ehysical and Occi?)ational therapy, in vMch enphasis was placed 
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on laproving muscular oontcol and regaining muscle function. Thxis, the 
rdiabilitation effort placed stress on physical exercises, sudi as walldm and 
releaming fine motor skills. 

Nteurcpsychologists working with brain injured patients were often 
frustrated with the limitatiOTs of their treatment methods. Much of the 
eniiiasis in Neuropsychology was on assessment and the develcunent of tests to 
determine \Aiich areas of the brain were damaged based on functional abilities. 
Di^wsis and localization of injury were the primary functions of 
Neuropsychologists. Neuropsychological reports often ended with statements 
confirming neurologic diagnoses or clarifying the specific functions affected 
by pard.cular brain injuries. 

Several pioneers inclxjding Yehuda Ben-Yishay (1971) , odie Bracy (1984) , 
Ifionard Diller (1976, 1981) , Rosamund Gianutsos (1980) , and William lynch 
(1984) began working on improved ways of measuring cogrdtive deficits and 
ther^jeutic techniques to overocoe these deficits. As Odie Bracy, the 
originator and editor of the journal Oocmitive R^ilitation , has stated, 
brain injxirad individuals are unique in the particular patterns of their 
losses and strengths, and cognitive factors affected often include: 

1. Language skills 

2. Memory 

3. Visual-spatial skills 

4. Organizational abilities, and 

5. Intellectual skills. 

Bracy has delineated more clearly scroe of the specific tasks vjhich are 
building blocks for more- ocnplex intellectual functions and has suggested that 
treatment aimed at laprovang these specific functions is a reasonable goal for 
nairopsychology. Seme of the specific skills or building blocks which were 
targeted for treatment were: 

1. Monitoring sensory input 

2. Selectively attending to stimuli 

3. Maintaining attention 

4. Disoritainating stlimolus attributes 

5. Initiating responses 

6. Inhabiting other re^nnses 

7. Ma3dng differential responses 

8. Generalizing stiraultis properties 

9. Generalizing respcnses 

Cognitive Rehabilitation has received considerable interest fron 
I»of^ionals and sffpeara to make the advent of a stror^ aspect of therapeutic 
activities for Nfeuropsychologists. Ihe viability of this approach is 
demonstrated by the fact that the October, 1986 issue of Psvcholoav itodav 
included a description of Cognitive RehabilitaUon and itsp^SSalSSlity. 

Within the specific tools and techniques utilized by Neurcpsychologists 
providing Cognitive Rehabilitation, the personal ocnpiter prxjved to be one of 
tlie most useful tools. Ihe oonputer can be used to inprove specific cognitive 
skills because of its ability to: 
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1. Present stimili in easily manioolated vays 

2. Tine events autanatically 

3. Beoord xesponses acxurately 

4. Give iimediate or delayed feedback 

5. Change the ocnplexity of tasiks depending upon the rv3spoaises given, and 

6. IJoodc tirelessly for long periods of time. In addition, programs can 
be designed cm \Aiidi patients can work at hone or in their spare time 
in order to maximize the effect of rehabilitation, 

Oognitive Rehabilitation programs have been instituted in mariy 
Rdiabilitation Hospitals and have been xised primarily with younger patients 
with closed head injuries. Itore recently the techniques enplqyed have begun 
to be escplcyed with older Stroke patients (Gordon & Diller, 1986) . Awareness 
of these techniques encouraged the Psychology staff at the Veterans 
Administration Medicetl Center, Ooatesville, PA to implement a Oognitive 
Pi^iabilitation program for older brain damaged patients in a MUrsing Home 
setting. 

What does this have to do with developing an Inter^ disciplinary program? 
Wfell, several factors resulted in the integration of this program into the 
Interdisciplinary Team cono^. 

Factors leading to the Development of an Interdisciplinary Oognitive 
Rehabilitation Pnxfram 

1. Increased Number of Patients with Brain Injury Problems: 

Due to the demographics of the population in the iMted States, the 
Veterans Administration is being faced with the prospect of providing care to 
a large number of elderly veterans. Bie iivarease in the number of older 
veterans being treated also resulted in increased numbers of patients with 
Oognitive deficits related to Cerebrovascular Accidents, Dementia, or Organic 
Brain Disorders. 

2. Availability of Funds: 

The second factor was that funds became available for new program 
initiatives. A need for appropriate treatment facilities for these patients 
translated into the construction of new Nursing Htooe tftaits. Ihe building of a 
new Nursing Hcrae also brou^t additional seed funds to establish new programs. 
Ihus, the time was ri^t to submit a request for funds and equipment to 
initiate a Cognitive Rdiabilitation program in the Nursing Hone. 

3. VA Eiriliasis on Interdisciplinary Treatment Teams for Geriatric Patients: 

Ihe third and final factor leading to the developnent of an 
Interdisciplinary program was the fact that the V. A. recognized the need to 
tredn professionals to work with the elderly, and that the problems of the 
elderly included multiple factors which often spanned several professional 
disciplines. Ihis recognition was translated into the development of models 
to train interdisciplinary teams to work with the elderly. Thus, the VA 
developed a program called Interdisciplinaiy Team Training in Geriatrics 
(inG) and institxAed that program in several VA Medical Centers (Feazell, 
1983) . Hie mG program provided the vehicle for discussion among the various 
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disciplines already invoD.ved in the Interdisciplinary Tteam effort. This 
ocnSbination of factors described above resulted in the developroent of an 
Interdisciplinary Cognitive Rehabilitation Program in which the team consisted 
of menbers of Psychology, Nursing, Social work. Occupational Therapy, and 
Educational OJiers^. 

ProbleaMS Encountered 

Ihe irplementation of a new program and the need for disciplines to 
intepite their services resulted in several prcblems. Several other authors 
(Bottan, 1980; lowe & Herranen, 1978) have described similar prcblems to the 
implementation of Interdisciplinary teams. These prcblems included: 
Territorial issues, pcwer and control issues, aixi personality factors. 
T\ic3anan (1965) has described four stages of small group developnent which 
several other authors have verified and applied to the developnent of 
Interdisciplinary tea^s. These stages include: stage l-Otesting and 
DQ)endency; State 2-Conflict; stage 3-C5ohesion and Consensus; and Stage 4- 
Ftoctional Role Relatedness. Within these stages of team developnent, we 
noted that there were interd^artmental power issues as well as individual 
issues. The formal procedure of the Veteran Administration for the 
^leroentaUon of new programs provided a viable framework for working throu^ 
these issues. Territorial issues arose quickly. There were a number of 
reasons for these territorial issues besides the ones usualDy stated in the 
building of teams. Sate of the other issues involved recognition and 
advancement, power and control issues, and acquisiUon of resources. Sane of 
these issues are often seen on teams but others were unique to our situation. 

Problem 1: Lack of Familiarity with Services Provided by Other Disciplines 

One problem vAxich has faced many attempts to institute interdiscipljiwsry 
teams is the lack of understandii^ of the roles and services provided by 
mentoers of different professional disciplines. This prcblem plagued our 
IMtial attempts to coordinate the program as each staff member was conoemed 
Jxwt protecting the "turf" of that discipline. These prcblems occurred 
during Stage 1 and lead the team in*-o the conflicts of Stage 2 of Team 
Develcpnent (Ttjckman, 1965). 

Solution 1: 

The solution to this prcblem occurred in several stages. First, during 
the planning meetings for the program, each discipline was scheduled to 
present information about their service to the team and to demonstrate 
specific assessment procedures. As this approach continued, it arpeared that 
individual team members became less rigid and more accQ>tiiw of the emproaches 
used by the other services. As a Psychologist, I was often intrigued by the 
assessment and treatment tecimiques of the Oocv;?)ational Therapist, but was 
conoemed with the lack of control and ability to replicate these techniques. 
These differences led to discussions of the values and differences in trainira 
professional discipline. Whereas, Psychologists were often conoemed 
with strict measurement and control issues, the Occtpational Therapists were 
more interested in develcpii^ functional programs for each individual patient. 
These differences often reflected educaUonal backgrounds which enfiiasized 
scientific training ocopared to education vAxich ettjiiasized clinical training. 
As these issues were discussed, it appeared that team members were more able 
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to recognize the strengths of other disciplines and acdoiowlecJged both the 
strengths and weaknesses of their own discipline's aqpproach. After those 
initial presentations, the individual team members organized a welcoming 
luncheon in which the new students and int/2ms wsre oriented to the 
Inte r disciplinary team approach and the various preceptors frm each service 
described their educationed and clinical training. Students also presented 
their training e>5)erienoes and helped to yjsep staff updated on newer trends in 
training even witiiin their am discipline. !niese educational sessions seemed 
to decrease the conflicts within the team and helped each member gain respect 
for the ej^jertise of other disciplines. An ©canple of this new appreciation 
occurred each tiine scroeaie recognized how the treatment that was being 
provided by that service could integrate with the treatment being provided 
another service. Ihese insic^ts seems to occur more often as time went on. 

Problem 2: Affiliation with Service Rather Ihan Team 

The next problem encountered had to do with the team meiriber's affiliation 
with their own service rather than the team. Bower strtiggles and control 
issues became obvious and team members frequently retreated to statements that 
certain eqoproaches would have to be checked out with the Service chief prior 
to decision making. Several factors inflvienoed this problem. Ihe logistic 
placement of team members seemed to be a significant issue. Those team 
members viiose offices and work sites were further removed from the service and 
in closer proximity to the offices of the other team members seemed to 
affiliate more closely with the team than with their service. Thus, the team 
located in the NUrsing Home vfaLch was physically separated from the hospital 
seemed to have greater affiliation to the team than to their own service. 

Solution 2: 

Team meetings were held in the Nursing Home Unit and two teams were 
formed to correspond to the logistic arrangements of the hrspital. These 
approaches seemed to help solidi^ the teams by decreasing the feeling that 
team members were scattered throu^out the hospital. In addition^ trips were 
scheduled to visit other Rehabilitation Hospitals with similar programs. 
Followii^ the role models of these existing programs and the fact that the 
teams made these trips together also seemed to help solidi^ the team concept 
and breakdown interdepartmental barriers. 

Problem 3: Ambiguity in the Definition of a New Program 

The fact that this was a new program and that the treatment was somevAiat 
mtested led to ambiguity and role confusion. This airibiguity wasn't only a 
local prctolem but also became evident at the 1986 Annual Convention of the 
American Psychological Association, Washington, DC At that convention, a 
meeting of Neuropsychologists involved discussion of the field of Cognitive 
Rehabilitation and qualifications needed for practitioners. It was noted that 
several individuals had begun to call themselves "Cognitive Rehabilitation 
Technicians," with enphasis on the technology involved rather than an 
appreciation of assessment and neural structures. There was serious concern 
voiced that this approach would become paramount and taken out of perspective. 
Several psychologists felt that the term itself resulted in confusion and 
suggested that "Cognitive Rehabilitation" be abolished in favor of "Clinical 
Neuropsychology." This issue was also evident within our attenpt to implement 
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this program and resulted in one of the barriers to effective 
developoient and iroplementation. 



Solution 3: 



Utilizing the formal structure of the VA, a prcjgram proposal was written 
and the various aspects of the program were delineated. The purpose of the 
program was clarified, the program ccraponents were defined, and 
responsibilities and procedures were clearly spelled out. The develcpnent of 
this document was a team effort and conflicts were worked out as the document 
was refined. Die final proposal was submitted to all Clinical Service Chiefs 
for review and aaament. CJcranents and issues were resolved at the next level 
of ccranand and the document was presented to the Clinical Executive Board for 
. ^ °^ approval of the individual service chiefs and the 
hospital administraticai, the program had official acceptance. This procedure 
^tame OOTsuming and lengthy but helped to clarify issues which could have 
destroyed the program if they had not been addressed. 

Problem 4: Ulterior Motives 

^One of the unique issues leading to program fragmentation was that the 
program was seen as a means of justiQring acquisition of new equicraene 
jecifically, ccraputer equipraent. At that time, it was very diffi<S.t to 
obtain ccraputers in the VA and any justification that was a "hot" issue was 
seen as a viable means to an end. As such, the program was used to justify 
the ao^ition of equipment but the team became the vehicle for recanmending 
required equipment. In this way, individuals had to justify their recguests to 
the other services and control of this issue ceased to be a problem. 

Seme Individual issues continued to be stuntolii^ blocks. One of these 
issu^ was tiiat some individual staff members continued to view the program as 
^? tedmiques they were already offering. Conflict occurred 
regarding the specific services and planning and team meetiros appeared to 
have much more obvious underlying issues of territorial invasions, bruised 
eg^, and passive resistance. Attempts to discuss the underlying issues 
frequently met with denial of resistance and/or ulterior motives, ihus, all 
issues were not easily resolved and some problems remain for team resolution. 

These issues seemed to be more resistant to resolution and require 
considerable coDamitment on the part of the team. Some role confusion 
continu^ to be a problem in settings where disciplines have more fireedom to 
establish their own goals and roles. Ihe best solution to these problems 
^J^^ ^ Tuckman's 4th stage of Iteam Developnent - PUnctional 
Role Relatedness. What this meant for our team was that the team began to 
focus on specific paUent problems. As these problems were clarified, 
^ific and ^ective goals were established and each discipline could define 
and describe the way in which they would operate to reach these goals. Biis 
emphasis objective paUent problems enabled even conflicted team members to 
work togeOjer and to become aware of their own contribution to the resoluUon 
or individual problems. 
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Oonclusions 



Seme of the better solxitions for the resolxrtdon of Interdisciplinary Team 
prxDblems ocxaarred by using policies already existing in the structure of the 
bureaucracy. Althcuf^, many see the fonnal structure and requirements of the 
bureaucracy as inhibitive, it does have positive factors. Bie requirement of 
developing a fonnal proposal and circulating that proposal to each major 
clinical service vas one of the most useful prooedurss for team integration. 
In developing the CSognitive Rehabilitation program, VA policy required that a 
formal proposal be written in order for this program to be accepted as an 
official program. A memorandum was drafted vMdi described the program and 
outlined policy, responsibilities, and procedures, ihe team met to draft this 
proposal and discuss each issue. Inter-service problems surfaced and had to 
be discussed and resolved before progress could be made. Althou^ this 
procedure involved considerable time, it did result in the production of a 
document agreed to by all members of the team and became a binding document. 

It was also very helpful for the team to get together as a unit and visit 
other facilities where similar programs were in place and discuss the 
procedures of these programs. Ihese visits proved that the issues we were 
encountering had also been encountered in other facilities and their attenpts 
to alleviate these problems helped us to clarify our approadi. This approach 
helped to clarify the nature of the program and to delineate the contributions 
of specific team meoobers. 

The next useful suggestion involved the meetings held to present and 
review the assessment procedures lased by each of the various services. In 
this way, each discipline became more familiar with the techniques and skills 
of the other disciplines, and stciff were often surprised at the sophistication 
and novelty of the techniques used by others. 

Ihe decision to establish two teams to ooactpliment the logistic placement 
of the members also increased ccocnmitment to the teams. One team was 
responsible for the assessment and treatment of patients within the Medical 
Center itself and the other team focused on the original target groap of 
patients within the Nursing Home. 

Finally, the focus on specific patient problems allowed us to lose our 
techniques to address the problems and in this way the different services 
learned to interact and work together to iuprove a specific situation. 

It is hoped that this practical description of the develcptient of a 
specific Interdisciplinary Program will be useful to others attempting to 
establish such programs. 
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NUIRITrON SUPPC3i?r ERACnCE: A STUDY OF EACIQRS 
INHERENT IN THE DELIVERY OF NOTRITION SUPPORT SERVICES 

Clair Jctoison, Ph.D., R.D. 
The Ohio State iMversity 

Introduction 

Ihe national trend during the past decade has been toward the forroation 
of nutrition si?]port teams consisting chiefly of clinicians in inedicine, 
pharmacy, nursing, and dietetics^. Currently, efforts are being made to 
address nutrition support fUnctiois of these clinicians. Hqying^ describes 
the nurse role as encscitpassing the responsibilities of maintaining quality 
patient care, educating the nursing staff, assisting with central venous 
catheter placeiaent and educating the patient and family. She further defines 
the nurse's managerial responsibilities to inclvde planning, impleraenting, and 
monitoring. 

Ihe American Society of Ifospital Riarmacists^ proposed a residency 
program \iAiich included the follcwing areas of cocpetencies: interviewing, 
nutrition and metabolic assessment, coraraunication and public speaking, formula 
and feeding development, monitoring patient progress, educating patients and 
families, conducting in-service education of professional staff, ccanparing 
infusing devices, interacting with the team, and outlining the organizational 
structure for a nutrition si^jport. service. 

Jones, Bonner, and Stiff^ asked 225 nutrition si^port dietitians to 
identify functions for which they should be responsible. Over 80 percent of 
the sanple indicated th^ should either always or usually assess eiiergy and 
protein needs, coordinate transitional feedings, advise on nutrition 
standards, monitor food intake, evaluate nutrition si5)port, identify need for 
change in care, prescribe enteral formulas, identify and interpret nutritional 
deficiency, determine mode of therapy, obtain food tolerances and preferences, 
participate in researdx, formulate special enteral formulas, take and 
interpret anlhrc^xanaetric measurements, determine composition of parenteral 
solutions, relate drugs to nutrition care, and order laboratory tests to 
monitor nutrition therapy. 

Dietitian functions were also studied by the author for the purpose of 
developing a postgraduate training program for nutrition si^port dietitians. 
At the conclusion of this stuc^ it was hypothesized that discipline-specific 
functiais are not detached behaviors, rather, they form a conoprehensive 
pattern or structure within vftiich discipline-specific nutrition siipport 
functions are located. 

In the literature, physician clinicians tend to delineate the 
interdisciplinary contributions of team members. For exaiiple, Dudrick and co- 
workers^ speak of "interdisciplinary scientists and clinicians (vftio) will 
contribute to the vital areas of clinical biochemistry, metabolism, enteral 
nutrition and total parenteral nutrition." In addition, they do not 
distinguish between the practical knowledge needed by physicians and that 
needed by every member of the team, thus implying an inter-correlation of 
functions. 
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Purpose 

When the literature related to nutrition support is coaibined, 
similarities between disciplines are striking and serve to reinforce the 
hypothesis of inter-correlation. The purpose of this study was to ejqplore 
this hypothesis in relation to the roles of the dietitian, physician, and 
team. The "team" was defined as consisting of a physician, pharmacist nurse, 
and dietitian. 

Hi^ inter-correlations between the three sets of role functions would 
suggest an underlying structure which identifies iirportant dimensions of 
nutrition support practice. It is iiiportant to identify structure because 
structure provides an integrated perspective which is necessary for all 
intelligent decisions regarding the major oonponents of practice. s*-ructure 
serves to identify vdiat should be included, as well as ejasluded frcm a 
curriculum. Ihe ocnprehensive structure, or the whole, of a new practice 
specialty such as nutrition support is not readily visible durira its initial 
growth and develcptoent. Therefore, identif^rii^ the whole is the first step in 
delineating and validating the contribution of each catponent part'^. 

Mfethod 



A questionnaire was mailed to 880 dietitians and physicians identified in 
a national listing of nutrition sipport teams^. Two hundred and sixty-nine, 
or 31 percent of the population responded, 170 dietitians and 84 physicians. 
Therefore, 63 percent of the sanple araap were dietitians and 31 perx3ent 
physicians. * ' 

Those surveyed were asked to respond to a questionnaire which descrihed 
nutrition sv^port functions as reported in the literature^'lO'H and validated 
by a panel of nutrition sipport physicians and dietitians. Respondents were 
asked to Indicate who on the team, whether the physician, dietitian, or the 
team performed each of 58 functions described on the qu^tionnaire. Responses 
were converted to scores and subjected to factor analysis. The study is 
iPj^f? ^ ^ ^ <3ata collection instrument was designed to study 

dietitian and team functions. There was no attenpt to study specialized 
physician, nurse, or pharmacist functions and perceptions are limited to those 
of dietitians and physicians only. 

Analysis of Data 

The factor analysis technique was used to treat the data in orxJer to 
ejqplore the structure of inter-oorrelations among answers to role questions. 
A correlation matrix was ccnpited for how the total sample responded in terms 
of physician role, dietitian role, and team role. Scores were factored by 
principal cctponents solution with a Varimax rotaUon of each of the three 
matrices-*^. 



Tlie inter-correlaticns among function statements within each matrix were 
subjected to inductive analysis in order to identify patt-ems, themes, or 
categories of analysis emerging frcm the data. TVjo criteria served to label 
the factors: a) statements loaded 0.40 or higher en the factor for at least 
two sets of role functions; and b) there was a conceptual fit between 
statements loading on the factor and descriptive dimensions of nutrition 
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si?port practicse as identified in the literature. 



Results 

Nutrition support practice was distinguished by nine factors. Five 
factors related to the patient, three to the practitioners, and one to the 
formula or feeding, A further oarponent of practice is education. However, 
since over 90 percent of the saitple r^rted that each specialty educated its 
cwn practitioners and students, these data were not factor analyzed. 



Patient Factors 

Five configurations of role functions related to the patient are 
presented on Table 1. Factor loadings indicate: 

1. Patient input and outixit, as well as problems related to food intate 
were viewed as one factor viien the saitple responded to the team 
role. Ifcwever, problems related to food intake were viewed as a 
sepeocBtB factor vrtien the saitple responded to dietitian and physician 
role. 

2. Patient nutrient intake was perceived as one factor regardless of 
hew the sanple responded. 

3. Patient response to feeding, viiether enteral or parenteral, was 
regai-ded as one factor ragarxiless of how the sanple responded. 

4. Ihe calculation of the patient's nutrient requireinents, vAiether fed 
enterally or parenterally, were viewed as one factor vdien the sanple 
responded to physician and team roles; however, enteral calculations 
were viewed as separate frxm parenteral calculations vdien the 
saitple responded to the dietitian role. 

The statistical and conceptual fit between factors within each mtrix and 
the statistical fit across matrices supported the identification and labeling 
of fiv<=5 patient-related factors: 1) the input/output factor ; 2) the oral 
factor ; 3) the nutrient intake factor ; 4) the patient response factor ; and 5) 
the nutri ent reqiH rement factor . 




TABLE 1. SUMMAPy OF PAirENT-RELVTED EACIORS 

^^ct»^ Factor loadings 

Ng' Factor Descriphinn Dietitian Rivsician Tteam 

1 Input/Output Factor: 

stool frequency 
IV fluid intake 
stool occposition and pH 
nausea and vcnuLting 
oral fluid intake and output 0.62 
IV nutrient intake 

2 Oral factor: 

appetite/taste 
chewing/swallowing 
food intake and aversions 

3 Nutrient intake factor 

nutrient intake, parenteral 
caloric intake, parenteral 
nutrient intake, entersd 
caloric intake, enteral 
basal energy e>q)enditure 

4 Patient response factor: 

clinical date 
metabolic date 
parenteral solution 
enteral product 

5 Nutrient requirement factor: 

P:C:F ratio, parenteral 
P:C:F ratio,enteral 
electrolytes, vit., Min., 

enteral 
electrolytes, vit., Min., 

parenteral 
fluid 

renal solute load 
nutrient density 



0.74 


0.69 


0.65 


0.60 


0.70 


0.55 


0.64 


0.59 


0.61 


0.53 


0.60 


0.70 


t 0.62 


0.56 


0.61 


0.49 


0.59 


0.57 


0.79 


0.76 




0.71 


0.64 




0.64 


0.68 




0.81 


0.68 


0.76 


0.78 


0.70 


0.76 


0.46 


0.80 


0.85 


0.44 


0.78 


0.84 


0.55 


+ 


0.46 


0.78 




U. t o 


0.74 




U. /H 


0.54 


4-4- 


u. /o 


0.45 


++ 


0.71 




0.79 


0.55 




0.75 


0.52 


0.51 


0.57 


0.62 


0.44 


0.51 


0.59 


0.65 


0.44 


0.62 


0.64 


0.46 


0.62 


0.45 


0.51 


0.57 



* Ixsaded on factor l with loadings of 0.71, 0.72, an." o.65 
respectively 

+ Ixsaded on factor 5 with loading of 0.60 

++ loaded on factor 8 with loadings of 0.43 and 0.47 respectively 



Feeding Factors 

Uie configuration of rcle functions related to feedii^ is presented in 
Table 2. Factor loadings indicate the same kind of pattern that was visible 
in Table 1. i.e., 1) enteral feedings and parenteral formulas were viewed as 
one factor when the sanple responded to the physician and team roles; whereas 
enteral feedings and parenteral formulas were viewed as separate factors when 
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the sample responded to the dietitian role (factors 6, 6B) • The statistical 
fit between physician and team role functions sqpported the identification and 
labeling of one factor, the formula factor , 

TABLE 2. SUMMAKSf OF IHE FOBMDIA EACIDRS 

Factor Factor Loadings 

No> Factor DGscrintion Dietitian awsician Tteam 

6 Fonnula factor: 



peorenteral solution 


* 


0.80 


0.75 


rate of administration 








(parenteral) 


* 


0.80 


0.72 


rate of administration 








(entered) 


0.70 


0.73 


0.75 


enteral feeding 


0.73 


0.72 


0.70 


concentration and stability 






of IV solution 


* 


0.67 


0.77 


rcxite of administration 


>0.40 


0.70 


0.64 


concentration and stability 






of formula 


0.70 


0.65 


0.67 



*Ijoaded on factor 63 with loadings of 0,60, 0,63, and 0,60 respectively 
Practitioner Facto r 

Ihree configurations of practitioner functions are presented in Table 3. 
Factor loadings indicate; 

1. Patient counseling, regardless of content, was regarded as one 
factor v*ien the saitple responded to physician and team roles. 
Counseling the patient about nutrient/flviid ii±ake, weight 
fluctuations, and use and care of products was viewed as a separate 
factor from patient counseling vdien the sample responded to the 
dietitian role in other content areas (factors 7, 7B) . 

2. Deciding vdiat formulas would be xased, vfaether enteral or parenteral, 
were viewed as one factor, regardless of haw the sairple responded. 

3. Research, administrative, and procedural functions were perceived as 
o.ie factor when the sanple responded to dietitian and physician 
roles; however, they were viewed as three separate factors when the 
sairple responded to the team role (factors 9, 9B, 9C) . 

These data si^port the identification and la "» ijig of three practitioner- 
related factors; factor 7, the counseling factor; factor 8, the decision- 
making factor; and factor 9, the leadership factor. 
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TABIE 3. SUMMARY OF THE PRACTITIONER EACICRS 



Factor 
No. 



Factor loadings 
Dietitian Rivsician 



Team 



Factor Description 

7 Counseling factor: 

family si^^rt 
nutrient fluid intake 
weic^t fluctuations 
Vise and care of products 
me^Iicaticns 
activity 
personal care 
GI symptoms 
econcmic assistance 

8 Decision making factor: 

enteral formula 
parenteral solution 

9 laad^ship factor: 

sharing literature 
research and publishing 
public ^)eaking 
allocation of resources 
CGnmunication strategies 
team leadership 
policies and procedures 
reimbursement mechanisms 
job descriptions 

* loaded on factor 7B with loadings of 0.40, 0,60, and o,44 respectively 
+ loaded on factor 9B with loadiixfs of 0.73, 0.69, and 0.72 respectively 
-H- loaded on factor 9C with loadii^ of 0.75, 0.52, and 0.65 respectively 

Discussion 



0.65 




n 

U . OD 


it 


0.64 


0.65 


it 


0.61 


0.65 


it 


u . ou 


U.o4 


V. U J. 




U.oo 




u . ox 


U.OO 


0.69 


n An 


U.OU 




u. oo 


U.o4 




An 


U.ll 


0-43 




n Ti 
U. /I 




n f^A 

U. Oft 


U.o/ 


0.68 


0.63 


+ 


0.63 


0.70 


+ 


0.62 


0.61 


+ 


0.67 


0.65 


++ 


0.62 


0.68 


++ 


0.63 


0.41 


++ 


0.47 


0.56 


0.67 


0.62 


0.60 


0.47 


>0.40 


0.57 


0.68 



A description of practice is corprehsnsive only in so far as it 
delii«ates the interrelationship between theory (content) and practice 
(process) , and a curriculum designed to prepare nutrition support 
practitioners must include both these dimensions. Yet, role delineation 
studies have tended to focus on the discipline-specific, functional aspects of 
treatment and care, rather than on the general content and process of 
pcactioe. Hie sanple in this stucfy identified both general and specific 
content, as well as generalizable processes inherent in the delivery of 
nutrition sgport services. Qiiefly, however, the data lend empirical si^jport 
to the description of practice as it appears in the literature. 

Content 



Oht^ magnitude of inter-correlations reinforce the premise that every 
member of every nutrition si5:port team needs a practical working knowledge of 
flui<Velectrolyte balance; proteii^calorie ratio and requirements; and 
nutriart intake in relation to nutrient requirement. In addition, team 
members need the knowledge required to evaluate metabolic response to both 
enteral feedings and parenteral solutions. 
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Dif ferenoes in fac±or loadings oontritoute to an understanding of the 
dietitian's unique role on the team. Differences lie predatdnately in the 
saitple's "enteral" orientation to the dietitian role and its "parenteral" 
orientation to the physician and team roles. Oliat is, both the physicians and 
dietitians in this saiiple had an orientation to the dietitian's role vMch is 
consistent with Vfade's contention that the clinical dietitian specialist: 1) 
is responsible for determining the specific enteral f onmila vMdi will most 
effectively meet specific patient needs; 2) mast be able to cccibine each of 
the energy yielding nutrients in a way that provides the nitrogen: calorie 
ratio necessary for net protein utilization and anabolism; and 3) participates 
in teaan efforts by performing nutrition assessment, as well as planning, 
inplem^iting, and evaluating nutrition prescriptions^. 

Since there were no nurses or pharmacists in the sanple, descriptions of 
their specialized practices are not possible. Hcwever, certain 
generalizations can be made about physicians, pharmacists, nurses, and 
dietitians working as a team. Sach discipline-specific clinician is involved 
in a different process, but all aim at the same goals. Therefore, each neecJs 
to know v4iat the others knc^f, bwt for a different reason. Each ccroes to the 
team with a previously acquired discipline-specific theorstical knowledge, but 
all need to acquire or iirpart to others a ccrarnon working knowledge of 
pathophysiology and feeding technology, as well as fluid, electrolyte, 
nutrient, and drug metabolism. Future research is needed to e^lore the 
nature of this ccnmon content, and how it can be best obtadned. However, data 
from this study argues for ccramon content and team training, rather than 
specific con^ent and segmented training. 

Process 

Content, however represents only half of a training program. Factor 
loadings si^^port the contention that team members need certain process skills 
if they are to operationalize what they know. An assunption underlying the 
team concept is that each mesnber of the team has something unique and 
significant to offer, not only to the patient, but to the team as well. A 
viable team is a system vfaLch siqpports the growth and differentiation of its 
CQirponent parts, hence, the life of the team. For this to happen, each team 
meaoDber must be as effective as others. In the words of more than 50 percent 
of the physicians sairpled, and effective team member must be "clinically 
astute." Factor anadysis of the data suggests a broad definition of this 
term. Ihe word "clinical" suggests the content of nutrition si^^xDrt, and the 
word "asti^te" suggests the ability to discern the meaning of that content. 
Both inply a set of hi^y developed conc^jtual skills and this is si:53ported 
by the identification of the three practitioner-related factors, counselir^, 
decision-making, and leadership. All factors inply skills which require the 
practitioner to: a) analyze, synthesize, evaluate, and communicate abstract 
data; b) manage human and facilitating resources; and c) conduct, evaluate, 
and disseminate clinical research. Such skills are generalizable across 
disciplines and identify the process dimension of nutrition si^^port team 
training programs. 

Summary 

A study was designed to e>q)lore the structure of inter-correlations among 
descriptive dimensions of the dietitian, physician, and team roles on 
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nutrition sufport teams. Dietiticuis and physicians on nutrition si?:port teams 
were sanpled and asked to identify whs, v*iether the dietitian, physician, or 
team, perf orm ed role functions inherent in the delivery of nutrition si?5»rt. 
A correlation matrix was cccFuted for each of the three sets of role functions 
and subjected to factor analysis. 

Cie magnitude and consistency of factor loadings suggests that nutrition 
si^jport is not perceived as ind^jendent ccnponents, but as a octprehensive 
pattern or structure within vMch separate ccnponents fit. However, there was 
one important difference in peroqption. The saitple tended to have an 
"enteral" orientation to the dietitian role and a "parenteral" orientation to 
the physician and team roles. 

Ihe data prcraotes contention that all members of nutxition si:pport teams 
need a odmnon core of knowledge and highly developed coTKr^ptual skills which 
can best be attained thrcugh an integrated, rather than segmented , approach 
to team training. 
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TEAM MANAGEMElTr ISSUES 

M. Rosita Schiller, Hi.D., R.D. 
Ihe Ohio State university 

Hfealth care teams \asually devote most of -heir energies toward either 
education or services. Professionals do all they can to prq)are stuJents for 
optliaam participation in a collaborative setting. A good bit of tlioB is also 
spent addressing the process and outccnes of team care. Occasionally, one 
e3q)lores the human relationships or other structural diaiensicns of team 
activity. Another exercise \tdcix can be extremely worthvJiile is the 
application of management concepts and principles to health care team 
fiirictioning. 

Even in team settings, many health professionals have a propensity to 
make aixtonomous decisions regarding appropriate care for their patients. Team 
leaders recognize this Inclination, and often direct their attention toward 
coordinating tha individual efforts of team members to maintain the positive 
elements of interprofessional services. Such leadership is a fundamental 
element in successful team care. 

liWBver, it take more than coordination of services to create an 
effective team. Administration is also an essential feature of team 
organization and activity. Management tasks must be given attention, 
resources and energy if the team functions of teaching, research and service 
are to be satisfactorily impleooented. 

Speakers in this session addressed various aspects of team management and 
administration. The first ps^Jer, by Baldwin and Rcwley, tackled central 
issQBB Of team management; effects of nan-«anagement, attainment and 
maintenance of the managerial role, factors vAiich emerge in negotiations for 
pcwer and influence, and managerial taslos ^ch should be assumed by 
individuals and subgroips vdthin the team. Management culture of each team 
will depend on both the external environment and internal characteristics 
imigue to the groi^ and its members. 

In the second ipsper, Spence, Clark and Sheehan provided a theoretical 
mcxiel for the sfystematic analysis of an interdisciplinary team. These authors 
suggest that each team is unique, having a distinct personality derived from 
the admixture of individual talents/skills/roles/peroeptiOTs and the 
relational d/namics/chemistry of the groqp. Use of both flxiid and static 
concepts in analysis prcraotes deeper understanding of team maiibers and 
enhances the goality of overall involvenent with others. 

Conflict within gra:5)s in inevitable. Drinka, in the third paper, 
reviewed the literature on conflict and applied principles drawn froa 
organizational behavior to interdisciplinary teams. She reootmended that team 
managers view conflict fron four perspectives: human relations, structural, 
political, and symbolic. Such an approach allows analysis without first 
attempting to deal with conflict as a negative factor. 

In the fcurth and finad presentation in this series, Bleyer described the 
need for and establishment of a conraunity-wide information system to si^port 
decision-making. Biis human services data base provides an invaluable tool in 
the management of interdisciplinary health care. 



DIVIDJNG UP THE WORK C3N HEAIIIH TEAMS: 
THE BOI£ OF AEMZNISTOATION AND MAMAGEUEl^ 

DeWitt C. Baldwin, Jr., M.D. 
American Medical Asscx^iation 

Beverley D. Pcwley, Ri.D. 
Eastern Virginia Medical Authority 

Introduction 

In reviewing the experier)ce of the various student health team training 
projects fanned by HEW in the mid-seventies, Baldwin and Ediriberg (1976) 
Id^tif led four faculty team models, each edmed at meeting differing goals 
and functions. The first model vas that of a clinical preo^jtor faculty 
team, in vAiich the team conducted its clinical practice, preferably in a 
primary care setting, with students Gbserving or participating as 
prec^:tees. The second model involved an acader ic teaching faculty team, 
vMch had a primary responsibility for curriculum and teaching about teams, 
usually in an acadeonic setting, with students enrolled in required or 
elective academic ccurses. Third, there was a consulting-managerial model, 
where the faculty team served primarily as consultants to or managers of 
other clinical or academic faculty teams in a variety of settlngs,tralning 
them to sipervlse the clinical or academic activities of the preo^jtees or 
students. Model four was designated as a mixed-lntegratlve faculty team, 
\Mch functioned simultaneously or sequentially as a teachi^ or clinical 
team in one or more settings and, in addition, consulted with or "managed 
other faculty teams. In general, the choice of a particular faculty team 
model was seen to be related primarily to the goals and setting of the 
program as well as to the predilections and capabilities of the faculty. At 
the same time, it was believed that faculty teams attejipting to teach team 
training and development probably needed to ajddress all of these functions. 

Because of its long Involvement with interdisciplinary education 
(Baldwin and Baldwin, 1980) , as well as the particular set of circumstances 
surrounding the conception and fundii^ of the Interdisciplinary Team 
Training Research and Curricultmi Project (Team-a3RAC) , the Uhiversity of 
Nevada, Reno, adopted a broad approach \Mch closely resembled the mixed, 
integrative model. At the same time, there was clear recognition of a need 
to promote teamwork in the conduct of the separate functions of clinical 
care, teaching, consulting and management. 

Later, the Nevada grcxp described an additional area of team function 
and collaboration around the activities of research and eval\iatlon (Thornton 
et al., 1979). Thus, vMle Beddwin and Edinberg's original topology 
attenpted to differentiate between the various goals and functions of those 
faculty teams involved specifically in student training, it was clearly 
recognized that, within any team, there may be sfpeclfic subsete of functions 
and tasks that call for teamwork in their performance and achievement. The 
need for the overall team to recognize and deal specifiadly with these 
conponent functions and tasks is regarded as a slgnifi.cant observation in 
the ongoing development of a theory of heailth teams. In other words, health 
teams, whatever their mission or setting, have specific subsete of goals, 
roles and tasks, each of which calls for teamwork in Ite cwn ri^t arid must 
be addressed in the same way as are the overall goals, roles and task^s of 

59 

67 




the larger team. Whether or not the team as a vAiole delegates these 
pa rticu lar subsets of functions and objectives to a particular person or 
subgrtx?) or decides to deal with them as a total grotp may have significant 
inplications for issues of trust, energy, and effectiveness. 

Teamwork in Administration and ManaaemerA 

Additional functions v4iich have received less attention in the 
developing literature on teams are those of administration and management. 
Most teams have tended to lump these together with the issue of leadership 
as an aspect of overall team developnent. However, it was the cbservation 
of the Interdisciplinary faculty at the Uiiiversity of Nevada, Reno, that, as 
with the other functions of teaching, service and research, administration 
and management nust be recognized as "s^arate, but equal" functions 
requiring teanMork. Tb&f, too, rust negotiate for recognition and a 
sig nific ant place in the team's priorities and must be eillocated their 
^jpropriate share of resources, energy and personnel, if the team is to 
achieve success. It is not enou^ to elect or designate, or to accept an 
appointed or inherited project director and assume that the issue is 
resolved. On an egalitarian team, such functions must be operationalized in 
terms of roles and tasks and must be negotiated in the same fashion as are 
all others - and, we believe, early in the team's developosent. 

It is iinportant at this point to clarify the functions of 
administration and management. Dicticaiary definiticais are not particularly 
useful, since each contains references to the other term, i.e. an 
administrator mana ges - a manager administers. While business texts 
frequently attenpt to distinguish between them on the basis of status, power 
or role, in practice there is continuing ccxifusion because most persons in 
responsible positions carry out both functions. On health teams, the term 
management frequently is applied to various internal functions of the team, 
such as establishing priorities, allocating resources and assignij^ tasks, 
while administration is seen as dealing with externa] demands such as 
funding, liaison, c anm u n ication, resource acquisition and personnel 
management. Perhaps as aaich light an any is shed by the origins of the two 
words. Administer ccmes from the Latin ad + ministrare, to attend or serve, 
vhile the origins of rjanage relate to tl-je old French word "manage" , vhich 
means to handle a horse, as well as to the Latin "manus", or hand. " That 
these functions are not necessarily synonymous with leadership is one of the 
more important contributions of team theory (Parker, 1972) . 

Teanwork in management has long been recognized as the mark of a 
progressive organization. Thus, management and labor in industry 
periodically isit dcwn and negotiate issues such as production, ccnpenaation 
and working conditions. Ihe mission or goals are usually set by the 
management or the owners and the adminintration sees that roles and tasks 
are assigned and coordinated. Little, however, appears to have been written 
about administrative teamwork on health teams. 

On health care teams, the role of administration and management beccsnes 
one of facilitating the process of acccnplishing the mission and work of the 
team, and usually, involves defining che roles, tasks and procedures 
required to acccnplish these (Rubin, et al., 1975) . These latter appear to 
fall in the realm of managing the process of teamwork and collaboration. If 
this process is successful, sate of the identified tasks will be seen as 
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administrative, and one or more persons on the team may be asked or expected 
to assume this role and perform these tasks. The recsognition, negotiation, 
dDd delegation of this role ^zo a particular subset of the team seems clearly 
to be an iirportant piece of "team work." 

Ihe Administrative Team at Nevada 

At Nevada, the administrative role and task was handled by a clearly 
identified subgrcx:p or team, vftiich worked closely with the leadership of the 
other functional team conpcnents within the overall team project. Thus, on 
regular occasions, menibers of the research, clinical and teaching grot?)s, in 
addition to meeting on their cwn or with each other as i«3essary, would also 
meet with the administrative team to work on internal issues, such as 
leadership, decision-making, roles and goals, as well as the mt>re imtoediate 
issues of budget and resource allocation. This administrative team also was 
expected - cnoe again by negotiation - to take the leadlnrr role in dealing 
with the team^s external interfaces, including those with* the administration 
of the m edi c al school and the university, as well as with funding agencies 
and professional and cccBminity groips. It is the purpose of this Tpaper to 
elaborate on the processes of team developoaent and function in the light of 
a closer examination of the structure and functions of this administrative 
team and to describe the particular constellation of skills and techniques 
which appeared to be successful in this setting. 

The administrative team at the XJhiversity of Nevada included a senior 
primary care pl^ician, with considerable experiensB in both the academic 
and clinical as^pects of team function and developoaent. He had served as a 
member of the previous interdisciplinary program and had written both of the 
grants. Hfe was also director of the rodical school division in \diich the 
project was based, so that he carried clout at the administrative level and 
was able to interpret and defend the program feom external criticism. 
Coacrplementing his skills were the knowledge and skills of another member of 
the administrative team, the program coordinator, viio was a medical 
sociologist with skills and e35)erience in ccraraunity and organizational 
development. She also had clinical e}5)erienoe as a social worker. Both of 
these persons had participated in the develcFment of the team project and 
had a ooramitment to the program in all of its objectives. 

Additionally, both of these persons had had experier^ with research 
and evaluation and placed a hi^ priority on this area. They could 
interpret the needs and direction of the researrii program and of the 
research grocp to the rest of the team, as well as assist the coordinator of 
the research team in her task. As a clinician, the physician-director was 
able to landerstand the necessary demands and problems of the clinical care 
ccaofponent of the program, vhile the program ooordinatcr could work with the 
cofljplex organizational issues of team training and coordination. Finally, 
both had had considerable e}5)erienoe with teaching and with the academic 
administration of die university and were able to carry out the r^ecessary 
steps for course approval and inplementation of the academic program. The 
administrative team also included the administrative assistant and the 
several secretaries, all of v4icm participated in both the administrative 
team and entire faculcy team meetings. 

What is being described, then, is the essence of teamwork—the 
interdependent send collaborative use of catponent skills and -'•nowledge in 
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the p erfom ance of a clear task and functim. In this case, it was 
administration—the nature of v4iich was exceedingly oanplex and mi^t easily 
hacvB vitiatai the energies and strengths of the rest of the team had the 
latter been forced to beocne preoocipied with their aoocnplishment. Thus, 
just as the research team was responsible for and carried out the design, 
gathering and analysis of research aiid evaluation data fixm the project; the 
clinical team designed and operated the clinical setting; and the teaching 
team planned and conducted the team courses; so did the administrative team 
take responsibility for its several functions, with the cantnon agreement and 
understanding that such would be r^rted back and discussed with the team 
as a vAiole. 

As with other team functions, this did not always work perfectly. At 
tiues, the administrative team, like the others, a^jpeared to work apart traa. 
and at odds with the other qxxxops. A major reason for this may have been 
the inabili^ of the administrative team at the beginning to see their job 
clearly as a subset of team skills and functions, reouiring its own team 
develcpnent as well as effective information and feedback systems. Nor, at 
first, did other subsets of the team clearly see the administrative role and 
task as separable and delegatable, neither did they see themselves as 
operating in assigned and, at times, separate ways. 

Indeed, at the beginning of the team txedning p rogram, the entire 
faculty team felt that it should be involved in every decision and in every 
task. Thus, vdien one subset of the team was assigned the specific task of 
designing the academic ccurses on team training, their report, ^Aiich was 
based on a ocnsiderable amount of thcu^t and work, was vigorxxisly 
criticized and revised by the team as a vAiole, leading the teaching groi?> to 
wisnder they had bothered to take on the assigned task. While at the 
time, this was viewed as a problem in trust; in retrospect, it may equally 
have been one of lack of clarity and failure to accept the two-vray 
responsibility of task delegation. 

Related to this was the observation that vdiile the total faculty team 
frequently found itself at odds over vftiat priority should be assigned to its 
several goals (teaching, sendee, researdi) , the team subsets seldaa had 
difficulty identifying their cwn primary goals and tasks. Bius, failxnre to 
perceive and to agree on ^ch overall goal to focus, led to endless debate 
and vitiation of effort and energy. Once again, trust feequently was 
indicted, rather than lack of clarity. Despite the clear warnings of Rubin 
and others, the faculty team frequently "mounted its horse and rode off in 
all directionsl" 



Negotiation of ;3ubarouD Roles and Tasks 

An additional Insist v4iich eaoaerged during the course of the Oteam-TRAC 
program was that there appears to be a particular order in vdiich such 
subsets of tasks or functions are challenged and negotiated. While 
undcubtedly influenced by external demands, in general, we believe that this 
order also is related to the perceived power of the particular role or 
discipline and the salience or priority of the task. In the case at hand, 
the overall faculty team first chellenged and then sought to define the role 
arei task of the administrative team, attempting to regulate how much of this 
role and task should and would be shared with other members of the team. 
Once it became clearly understood tliat this task and role could and needed 
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to be handled by a particailar subgrtx^), the administratdve team proceeded 
relatively unchallenged, interacting with the rest of the team on a daily 
basis as apprx^riate, but chiefly through a weeikly meetinq, at vdiich the 
representatives or managers of each of the functional subgix3i?5s were 
present. 

Predictably, the next role to be challenged was that of the clinicians, 
especially the physicians on the team. Wfe believe that this was related not 
only to the traditional pcwer and prerogatives of this role, but also to the 
hi^ salience of the cllriical mission. Thus, a clearer definition of the 
physician's role and of the relationship between the various clinicians on 
the team appeared to be a next and necessary step in team negotiation. 

A special issue involved the traditional "leadership" role of the 
physician. While this role is often assnmed by the latter, or assigned by 
other disciplines, given the egalitarian definition of the project, there 
was no way in which the nurses and others were prepared to passively 
relinquish the lea der ship role to the physician, except in the cost narrow 
and essenti a l dimension—that of final medical decisionrnakinj. For 
exanple, the plQ^ician was by-passed several tiiaes in selecting the position 
of clinical team coordinator or manager—filled at first by the social 
worker and later by one of the nurses. Even in the clinical area, the 
nurses, by ^pending long hcurs in the clinic, managed to effectively control 
the modalities of time, space and information— key elements which define 
pcwer in aiy interactional model of b^iavior. Unas, in making any judgment, 
the physician (and other team members) usually had to turn to the nurses for 
key information vrtiidx they alone possessed. In retrospect, it is unclear if 
this process was based on the personal characteristics of the physician and 
the nurses, the proncwnoed norm of egalitarianism found on the team, a basic 
lack of trust among team meaoobers or was due to the vast clinical e)5)erienoe 
of the team, vfliose average age was 43 years. 

Interestingly, at no time did it appeeo: that the two nurses or their 
roles were directly dxallenged by the team. Whether this was due to the 
fact that there were two of them (there was only one of every other 
discipline represented on the clinical team) , or were e)5)erienced players of 
the "Doctor-Nurse Game" (Stein, 1967) , or effectively controlled the space, 
time and information systems, or were perceived as being inclxided within the 
physician or clinical role, they did not Ajq)erience the same degree of 
challenge as did other "roles" on the team. 

Ihe next functions and roles to be systematically challenged aixi 
defined were those of teaching and of the behavioral scier.ce personnel on 
the team. Ihese persons (socied worker, psychologist and canmunications) 
were perceived as having special ej^jertise, as well as time and energy to 
address the teaching tasks assumed by the faculty team. Yet, as "non- 
medical" clinicians their role in the clinic was less clear and even in 
teaching (vAiere the students were predominantly fcoa medicine and nursing) 
the relevance and effectiveness of their contributions was questioned by the 
other disciplines and gvxp, especially the clinicians, vtoo perceived the 
major mission of the team to be clinical. At the same time, one of the 
behavioral scientists, perhaps because he was of the same sex, or becaiise he 
was skilled in grocp and organizationsLl behavior, continuously and 
systematically challenged the physician's role and behavior, reinforcir^ the 
rK)rm of egalitarianism. Indeed, it is possible that this obviated the need 
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for such challenge to ccme fron other teeuoa mesiibers. 



The last functional role on the team to be systematically challenged 
and reviewad was that of research and evaluation. Sinoe these activities 
were slow in startii^ and relatively "long term" in payoff, they did not at 
first attract the attention or pose a significant challenge to the other 
netbers of th«-i team for essential n^sources. Thxjs, their perceived task and 
role was aooorded a lower place in the hierarchy of pressures and demands, 
until the necessary acccraplishment of their task began to specifically 
cscnpete for the tiine, energy and resources of other team members. At this 
point, criticism peaked and there was conflict over the value and priority 
of ^ a nd role of research in the overall team effort. Only after 
open confrontation and a growing awareness on the part of the research grotro 
that "no grtxsp (task) is an island," did the rest of the team feel included 
and begin to "own" the research effort (Ihomton et al., 1979) . 

Loner Term Surviveil 

It is of considerable interest: that, in retrospect, the particular task 
gra?» identified within the overall team, i.e. teachii^, service, research 
and administration, survived more intact as working entities than did the 
overall project team v4uch nuntoered 10 persons. For example, two of the 
three members of the research gnxp continued to work together for several 
yearsafter tenalnaticn of the project (the third left the locality before 
the project ended) , three menbers of the clinical team continued to work in 
dose association as mean±iers of a subsequent clinical team (the piQ^ician 
also left at the termination of the project) , and the members of the 
administrative team continued to work together successfully in anottier 
arena. Becaiase of the changes in the mission and enjiiasis of the school and 
the cessation of outside si^port the overall interdisciplinary team 
effectively dispersed into varicus d^artments of the medical school and 
xaniversity. 

It wculd appear then, that teams formed around a hi^y specific cask 
or function v*uch is an inUrjral and acc^jted part of the goal or mission of 
ne team— and of the school—tend to survive in an intact fashion more often 
ttan does the overall project team, which tends to have a short half-life 
due to funding and si^port patterns. Biis should not be surprising, sinoe 
such anall groupings tend to be more qjecif ic in their priorities and 
ftoctional in their operation, m addition, such groins have more frequent 
and intense interaction which increases ca^asicn (Ifcinans, G., 1950). 

What were sane of the factors viiich made these smaller task groims 
successful? Greater clarity and specificity of goals and tasks were 
certainly major factors. Since the particular function or task was quite 
clear (i.e. teaching, service, research, administration, etc.), the groim 
could focus fairly quickly on considerations of specific roles and on 
developing effective and acc^yted procedures for handling decision-making 
and conflict resolution. Available skills and disciplines were quickly 
identified and assigned to task aooonplishment. Scrae of the enormous 
stresses and strains of the larger faculty team over which of its several 
goals its limited resources shculd be cconnitted, were avoided in the smaller 
gro^ because tasks and goals were much more clearly perceived and pursued. 
Indeed, a major source of stress occurred when the smaller sub-teams 
psported to the larger team and the recurrii^ question of priority of goals 

mc 



and tasks reasserted itself. Thus, it seems that a small grotp vdth a clear 
goal and task can function Bore efficiently and effectively than can a large 
grcxop with diffuse or conflicting goals, tasks and interests. 

A second factor may have been that power and leadership issues were 
less intense in the smaller subgrtx^ than in the larger team. Perhaps 
there was less at stake in the subgroi^, sinoe every meznber knew that their 
work eventually would be reviewed by the larger groip and that minor 
differer^^ mi^t be U;uter addressed at this level. Also, since the groi^ 
were small, the conoqpt of "shifting leadership," in other words, persons 
moving into areas of leadership as their roles and skills dictated, may have 
been easier to effect. Finally, it is believed that delegation of the role 
and tasks of administration to another grocp may have removed concern over 
these issues from the subgroip environment. 

The factor of personal motivation for belonging to teams cannot be 
overlooked. Persons join teams for many reasons. Health teams may be 
perceived as; 1) a mechanism for being together and enjoying the eioDtional 
si^^port and cGBipany of persois with like philosophy and goals; 2) as a way 
of working and acccwplishing tasks together in an interactive manner; 3) as 
a way of c^reciating or diluting differences and maximizing energy and 
input tcwards task or mission; and 4) teams may be seen as a mechanism for 
accccplishing significant changes in either the educational or patient care 
system. These diverse motivations for joining and participating on health 
care teams xandoubtedly contribute to conflicting goals, which can dilute the 
energy of the grotp. 

An added factor is that of personality (Pihl and Spiers, 1977) . While 
most writers feel that interpersonal issues tend to be overrated and often 
serve as a cover for lack of €qppropriate skills or mechanisms for 
determining task-oriented work (Rubin et al., 1975), personality differences 
undcubtedlj can created difficulty on teams and can seriously interfere with 
work accaiplishment if they are not eqppropriately managed. Indeed, there is 
some evidence that certidn personality types, as determined by the Myers- 
Briggs personality indicator (MHTI) , are less strongly drawn to team 
work than others. Royer (1976) and others have used the MECd to help select 
membership on family practice residency teams, with the general inpression 
that S (sensing) l^^pes generally do not fit in well on teams and that 
persons vdio differing by more than two dimensions may have difficulty 
relatii^ to each other in terms of the interpersonal and, possibly, the task 
dimensions of their work. 

Still another factor vMch may play a role that of management style 
(Rfiddin, 1965) . Management style edludes to the particular fashion in which 
persons organize and acccarplish their work in relation to others, and 
includes such quaint designations as Developer, Missionary, Bureaucrat, 
Autocrat, and Deserter. It is interesting' that the style synthesis, or 
cortposite management style of the origincil faculty team at the University of 
Nevada, Reno, in 1975 was that of Develcper, with the si^porting style being 
that of Missionary. (There was one dcserterl) This coaooposition meant that 
overall task orientation tended to be relatively lew, vMle relationsliip and 
effectiveness orientations wxe hi^. On the other hand, the smaller task 
grc(i5>s described here appeared to present a greater degree of tas]c 
orientation and to e)diibit more diversity and effective interdigitation of 
management styles. 
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Ocanelusions 



In reviewing the TeanHTRAC ej^jerience at Nevada, one is tenpted to 
think that size alone cay be the major variable in determinim the 
effectiveness of teanwork. On the other hand, given the breadth of goals 
and tasks facing this and other team training projects, smaller faculty 
teams prcbably would have buckled under the tremendous ej^jectations of team 
mesriaers and external agencies. More inportant, probably, is a realistic 
assessment of goals and tasks and greater attention to procedures for 
establishing priorities. Another mechanism suggested by this paper consists 
of identifying specific goals and tasks which are functionally related and 
assigning these to subsets of the team. Such functional team units can then 
realize the benefits of clarity, trust and smaller size. 
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TOWARD A THEX3REnCSM[j UNDERSTANDING OF 
INTE3®ISCIPLrNaR5f HEAIIIH TEAM CARE 



Donald L, Spence, Fh.D. 

Ehillip G, Clark^ Sc,D, 
JucJ/ Sheehan^ R,N,^ M,S, 
University of Rhode Island 

Interdisciplinary education is a process v/hicih moves students from a uni- 
disciplinary mode of functioning throu^ a itiultidisciplinary itcde and into an 
interdisciplinary inode, Ihis process is conplex bringing individual reactions 
and interactions into play, as well as groip processes and conflicts. Hiese 
activities taHe place in situations strongly infliienced by professional 
philosophies, valxies and Jiorms vJiicih differentiate the individual health care 
team menibers. Beccaocdng a meniber of an interdisciplinary hea3,th care team is 
in essence a process of resocialization. 

One of the best theoretical frameworks for xniderstanding the implications 
of any sociaLLization process is symbolic interaction based on the 
philosophical tradition of American pragmatism. Ihe advantages of this 
theoretical perspective are due to the opened, problematic approach vfaich it 
assumes. Mead (1936) in his discussion of how we becosoe selves, suggests a 
view of society in vJiicih individuals take on the role of others as well as the 
peirspective of their cwn role, in order to devise collective solxitions to \^ 
problems thereby ganerating an evoliitionary process of social developoikent. By 
atteitpting to connect the evoliitionary pj.xx::ess of social development. By 
attenpting to connect the evolutionary process to social organization the 
"life-process itself is brou^t to consciousness in the conduct of the 
individual form, in his so-called self-consciousness" (Straioss, 1956:29). The 
form is dependent \jopon the conditions vurder \Aiich the life-process goes on. 
It is the same process, but responsive to any number of problems. The 
recognition of this distinction between process and the form it takes is vixat 
gives the health care team its unique and relativistic character. 

Ihe grocp structure viiich is evolving is directly related to the self 
identity of its members as they became socialized to the values of the health 
care team. Althou^ much of the \/ork in the symbolic interactionist tradition 
has focused on the socialization of children, a brief look at the work of 
Becker (1963) on deviance, or Goffinan (1963) on spoiled identity, can 
hic^i^t the application to adult situations. Becker vividly describes the 
need to learn both a series of behaviors and the language by vftiich to 
internalize their meaning in the process of becoming a marijuana user and/or a 
dance musician. Because these are deviant roles the socialization processes 
are seen in sharp relief. In Goffinan we see hew the preconceived notions as 
represented in the symbols that apply to a stigma, as well as the personal 
e)5)eriences or identity of the stigmatized individual, structure the 
interactive processes that are the individucil's life. The same processes 
occur in the formauion of the health care team. 

The socialization process that produces a deviant role is no different 
from one that transforms the health care professional into a member of the 
health care team. Ihe point is sirtply that althou^ dramatic and different 
situations Ccill cur attention to process, the nature of that process is 
essentially the same. John Dewey (1922) put it this way: We all are moving 
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toward cbjectives, like an individual walking a path. Suddenly an obstacle 
stands in the way. if the objective is iirportant, its iitportanoe determined 
as vudi by vtoe we are coming frcro as well as v*ere we are going, we try to 
figure a way to get past the obstacle. To the esctent that we are successful 
(scraetlmes success means redefining the objective) we have learned an ejqpected 
response. When the same situation occurs repeatedly, the responses become 
normative, since norms imply choice or decision making, they are 
representative of the objectives being pursued or the values being maintained. 
Since the health care team meinbers have been differentially socialized with 
respect to their health care roles, the conditions are ripe for conflict vintil 
a resocialization has occurred. Hds is what happens in the education of the 
health care team member as s/he ma/es from a uni-disciplinary professionail 
perspective throu^ a raultidisciplinary one, beccming a truly 
interdisciplinary team player. 

In this paper we are attenpting to do three things. First, we want to 
identify and establish the need for a developmental approach vMch emphasizes 
process rather than outocoe as the basis for stuc^ing the interdisciplinary 
health care team. Second, we want to look at the range of decision makii^ 
vMch can occur and the basis for rigidity or change that affects the team's 
ability to succeed. Finally, we want to identify some process medhanisms 
vAiicfa can bridge the difficulties that arise in response to the differential 
readiness for decision making among team meinbers. These three sub-themes 
should suggest how this per^jective can assist in our understanding of the 
interdisciplinary health care team. 

Ihe Develocroental Approach 

When the health care team stops changing or developing as a graap then 
its existence has become more inportant than the purpose for which it was 
formed. When role es^ectations relate to outcomes rather than processes, the 
grajp beccmes rigid and inflexible unable to respond to the unique 
characteristics of individual problems. The tendaxy for this to occur 
results f ran the need to reduce ambiguity in relation to the coiplexity of a 
person's multiple roles and reference groi;p memberships. One's personal 
values in relation to the socio-cultural context are present as confourding 
variables in all situations in which objectives are pursued over time. An 
example is the physician who labels his patient non-conpliant vdien he fails to 
fdlcw the prescribed medical regimen. Ihe physician's objective to treat and 
heal the patient hinders his perception of the social factors influencing the 
patient's behavior. The physician's socialization has pr^ared him to make 
and act vpan decisions which are far different from those of his patient. 
When the problem is acute and theoretically re^nsive to treatment the issues 
are far different than they are vdien the prcjblem is chronic and at best can 
only be managed. 

A major health care problem and a reason for the developnent of health 
care teams is the increasii^ proportion of clients who present with chronic or 
multiple health care problems requiring effective management rather than cure. 
Ihis is helping us understand the differences in values between health care 
professionals as well as the need to include the client or recipient of 
services as a mentoer of the health care team. It is the inclusion of the 
client v*iich gives each application of the health care team its unique 
developrental properties. 
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••Developaent (or the relations between •pennanenoe ax)d change • between 
^before and after') may be conceptualized as a series of related 
transfonaations. Etynologically the tern •transformation' invites us to 
consider d^anges in form - changes in being, kind or psychological status" 
(Straviss, 1969:91) • Bie definition, like the philosc^iiical tradition from 
vMch it emerges, is pragmatic - "a point of view . . . vMch stresses the 
crucied role of language for human b^vior. It 2dso stresses a kind of 
opened, partieiLly urpredictable, view of events: interaction is regarded as 
guided by rules, norms, mandates; but outcomes are assumed to be not always, 
or entirely, determiJiable in advance. !Ihis indeterminacy need not be a 
stumbling block to scientific research, but has to be taken into account" 
(Strauss, 1969:10). For example, the iatrogenic consequences of routine 
practices and diagnostic testing in the applications of internal medicine with 
ger.latric patients has been identified as a serious problem but remains 
unstudied due to commitments to normative behavior grounded in values vMch 
are assumed to be correct (Crescenzi & Steel, 1984). 

It should be noted that the position we are taking challenges any 
''essential" source of knowledge. Ibilite classical enpiricism \/Mch insists 
that the ultimate source of all kncwlecJge is observatian, or rationadism which 
insl^^ts that knowledge is in the mind's ability to reason, pragmatism is 
relativistic. Pragmatism rejects ultimate authority because it sees values as 
behavior arising throu^ the same interaction of symbols that form and develop 
any area of behavior. Our present commitment to ertpiricism is a cultural 
phenomenon which is undergoing change in some areas (Ryff, 1986; Ihonpson, 
1981) . 

The theoretical approach based on the traditioned role concept tends to 
be static and fails to consider the differences among team members in such 
critical areas as their different histories and personal values, their 
understanding and cxanmitment to team objectives and their feelings about their 
professional ccaitributions to the team process. Differential readiness for 
decision making hi^i^ts the difference bet^^een fluid and static concepts of 
teams in their delivery of interdisciplinary health care. A common problem in 
many health care teams is to identic those that should have inpat into any 
given decision. Any process viiich si:?3presses the full participation of those 
with information to contribute is limiting the groip's effectiveness. Yet the 
differences in preparation for decision making keep many groups from ever 
becoming true teams. VJhen you iiidade the client as a member of the health 
care team the situation is made most difficult (Rubin and Beckhard, 1972:363) . 

Differential Rsadiness For Decision Making 

Doctors are trained to make decisions on the basis of information 
provided throu^ diagnostic tests and history taking. Clients, on the other 
hand, expect the doctor to discover vAiat health prQblem(s) they have and are 
at tiroes even hesitant to answer direct questions. Economic and social data 
are seen as areas of personal privilege and mam^^ times deliberately withheld. 
A major problem in developing democratic and participatory decision-making by 
the health care team is to educate the client as to his/her appropriate role. 
Likewise, the question of who on the team is best capable of providing the^ 
information necessary to make a decision makes the notion of a clearly defined 
job description a virtual iitpossibility. other questions like who needs to be 
consulted before certain decisions get made, or who needs to be informed of a 
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decision, are part of the grocp's dynamic which dettands an open interpretation 

?7*i??"°!r^l???f^^5* When norms became specific expectations, then there is 
little flexibility to graap process. 

I like to think of norms in a somewhat unique way. Dubin (i960) called 
it toe sewer pipe'cono^ of norms. It is only when behavior exceeds a 
Z^^^ftf^J?*^/^.^ prc*)lenBtic and then only \^en a stink is made, since 
toe interdisciplinary healto care team is oonstanUy changing, what produces a 
stirik is changing also. ^aau.^ a 

Strauss (1969:43) argues, "... it is not charge that needs to be 
ej^lained but its specific directions; and it is not lack of change that needs 
^^J^ granted, but change itself." Because the processes of change 
^nd to be governed by rormative considerations, we are not always aware of 
the extent to which we participate in shaping our lives and thereby the social 
order in which we exist. Even to the extent that one accepts anotoer's 

S?^^°!} °^ ^ situation it is still an active orooess in which everyone 
participates. When the issues involve one's healto status in relation to the 
4 zf jSS^ °" rather draaatic oonsequenoes emerge. For example, the 
institaitionalization of the elderly. Because agii^ is defined by many in our 
socie^ as ever increasing pathology, families feel that to provide em care 
T^JfiST^,"^ assuming total responsibility. This is why the decision to 
Instlt.- lonalize once made is difficult to reverse and why passive eutoanasia 
seems CO be growing in aocQjtanoe. Since the condition cannot improve by 
definition and insUtutionalization itself constitutes a less th^ acceptable 
ifi'i"^^ ^ infection or congestive heart failure sSlve 

^^^^i3f^' • What such a position fails to recognize is the 
rehabilitative potential of most older individuals. The interdisciplinary 
healto care team is a way of intrcxiucir^ change into this negative situation 
due to different approaches to geriatrics by various team members. Fbr 
exaitple, rehabilitation medicine and physical therapy are directed by toe 
oonsequffiices of a rehabilitative approach to geriatric care, i.e. functional 
management of the client's problem (Himmel, 1984) . iunuuionax 

us stop ^ think for a moment about the process of team development 
Si^i?^^ ^ ^ AS has been indicated, the 

^^S^Jii"??'*^^ of gro«p process produce emergent characteristics 
which ocnplicate the situation in several ways. First, the structure of the 
te^ changes wito eadi client to be served. The client prcblems are different 

S^i^SSS^^ri" Syf^^^V^^' ^i°nal, environmental, and eoonomic 
ciroimstances. In addition, team members grow in their ability to effect 
soljAionsto different types of client problems. What I am trying to suggest 
is the need for a process at:proach to the study of interdisciplimrv health 
care teams (Glaser, 1978:ioy-li5) . y 

^yr.■^^f^^^J^^T^ f-^^l^ approaches the study of phenomena by identifying 
imits of analysis. Uhits vAiich are described in terms of static properties 
vto what we obviously need is dynamic properties of process. We will 

^^S^^rS^ f-ltP^^^^^.^ ^ approach facilitates our 

unca^standing of interdisciplinary healto care teams in action. The processes 
to be discussed are bargaining, bridgiiKf, and coachii^. 

Bargaining ; Bargaining, or negotiation as it is soitetimes called 
(Strauss, 1978) , is one possible means for achieving objectives when people 
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need to deal with one another to get things done. Hie health care team as it 
atteapopts to develop a management regimen for one of its clients is bargaining 
at several levels. There are the different perspectives of the various 
professionals as well as the develcpaent and acceptance by the client of how 
best to manage his/her health situation. In essence, the social order that 
develops within the context of the health team is a negotiated order. 
Bargaining is patterned, not accidental. It has to be worked at and is 
continually reconstituted, since the client's health situation is the 
objective of the bargaining process, euif change in health status requires 
renegotiation or reappraisal. 

As had been suggested, the individual's identification with his/her 
health profession will be at issue in the bargaining process. Multiple 
identities and' reference grwp memberships give each team vinique properties 
which alter the processes of vAio negotiates with whan, \dien, and about vSiat, 
so that every change in team membership requires bargaining to reestablish the 
e^ropriate range of bdiavior allowed individual team mernbers. When one 
profession, or one's personal identity, so dooinates the bargaining process as 
to loake decisions by coercive threat the team effectiveness is diminished and 
it no longer can be called interdiscipiinar:/. 

Bridaincf; Bridging is the process by which blockage in team develqptit^nt 
is surmounted. Since in our theoretical perspective we look at the team as a 
developing structure, exaitples from student teams are as valid as any. Team 
members function in professional and personal contexts as well as in team 
activities vMch may rencjv/ problems, even those once resolved. For example, 
when proootional considerations are governed by professional department there 
is a valid reason for an individual to eitphasize professional rather than team 
values. TMs can return the situation to where uni-disciplinary or 
multidisciplinary characteristics prevail (Clark, Spence & Sheehan, 1986) . In 
uni-disciplinary situations bridging occurs throu^ education. As team 
members learn the ccotplexities of delivering health services in a holistic 
mode they discover the usefulness of the information provided by team members 
without having to learn or rele;»iTf an aspect of health care delivery. Or, on 
the other hand, they learn what the social worker, physical therapist, nurse, 
or nutritionist can do vMch frees them to be more effective in relation to 
their own professioned contributions. 

KKwing or even understanding v^t the specific profession csm accomplish 
does not change one's values. As the multidisciplinary situation emerges 
conflicts arise in relation to \Aiose contribution is most important. Whose 
client is it? Personal values can also generate hostile feelings about 
working with specific colleagues vAiich are bridged throu^i a recognition of 
the effectiveness that a team approach can generate. If the interdisciplinary 
health care team was not a better way of meetjjig health care objectives it 
would not be the approach chosen in relation to today's health problems. 
Sorneone v*o understands this can assist in facilitating the bridging process. 

Coachincr ; Coaching in relation to one's stage of development can be 
critical (Strauss, 1969:109-118) . Ihe coach must be able to assess the needs 
of his/her protege in terms of the steps s/he must take to reach the objective 
of team player. 'Tie path is clear only to those yAio have alreac^ reached this 
stage. "Certain aspects of what lie over the horizon are blurred to the 
candidate, no matter how clear may be his/her gei ^ral path" (Strauss, 
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1969:109) . Dils is vAiy education of teams is most effective vdien taxj^t by a 
faculty team or why a mentor facilitates the integration of a new ceam ineitiber 
into a working situation. The learner has someone to identify with in terms 
of the values of the team abroach and althou<^ not entirely clear about the 
steps to take to beocane a team player, someone they can trust to assess \ihere. 
they are and tell them what to do next. The coach anticipates what the 
learner needs in order to progress as a team player. By predicting and 
explaining the laplicaticns of each step, the coach builds confidence and 
trust to enocurage the flexibility needed in tlie interdisciplinary health care 
team. 

Without the coach, the openness to became a team player may not be there. 
This can occur also viien one's identification with his/her health profession 
is insecure. The need to be acc^ted by one's peers makes it difficult to 
acoeot soneone other than a peer as coach. Rubin and Beckhard (1972:365) 
describe this problem as it relates to medicine because of its "culture." 
Doctors are trained to make decisions by themselves or in consultation with 
peers of equal status. On the health team doctors and the clients being 
servediwst behave as peers. It takes a secure person with an open attitude 
to accept soneone of a much lower status as a coach. 

Summing Up 

We began by identifying the central problem of the interdisciplinary 
health care team in terms of resocializing professionals to beocroe team 
players. Bie symbolic interactionist perspective was advocated because of its 
open ended, problematic approach. After a brief introduction to this 
pragmatic tradition, three sub-themes were outlined as eacraples of hew this 
.perspective can help us understand team issues and prcblems. 

Ixxaking at health care teams in developmental terms recognizes the fact 
that they continue to change in response to the clients being served and team 
aiembership. This approach enphasizes the emergent properties of prxx^sses 
viiidi occur in relation to the different valvies vMch team members are 
pursuing and vAiich create the differences in one's readiness to decide on a 
course of action. Working c a social order to achieve team objectives in 
the feoe of multiple roles und reference groi?) memberships, creates 
difficulties which must be bridged. Process mechanisms, bargaining, bridging, 
and coaching are offered as exanples of the way this e^roach can help us 
understand the operations of the interdisciplinary health care team. 
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Introduc±iQn 



Oonflicrt: is part of the normal state of an organization. Ihe 
consequences of conflict are also normal, in that they are both 
organizationally and individually positive and negative. 1 

r^y-r^^^f^ '^^^^ are common in organizational literature, and this 
perc^on of conflict intuitively mates sense. Since interdisciplinary 
tealJi team literature draws heavily from organizat- literatur^T it should 
SSSi^i ^rf: ?°w^er, my personal observation, of health car4 teams 

health professionals generally view conflict as negative arxi 
usuadly try to, avoid it. In deed, in their book on interdisciplSary heSSi 
^^L^f^^ ^ note that in a critical incident study of 

^^^^ ^ function, 62 percent of the incidents were due to lack of 
Sr^?S°^L?^.j!!S^f£^ie"^ These authors also observed that 

^wtiiSSS^JJ^v fw^^Jf^ ^ a^i^ any overt disagreement. 

ont^disciplinary concept is rore attractive in 
theray than practice because interprofessional conflict reduces team 
er r«cuiveness • 

y..^iJf Putnam* states in her article on conflict in groim der^ision- 

n^clng, "no aspect of groi^ decision-making inspires greater simultaneous 
S^^ton^^-^'^^'f^^fJ^ conflict." Based on this dichotomy oT^ 
p^ptions I ojwestigated the attitudes toward conflict described in 
organizational and health team literature. 

Purpose and Bacitoroiiiv^ 

,i*..F^r,f??«r''S^L!i^^ ^ ^ ^ differences, if any, in the 

If^' ««nageinent of conflict between organization 
and interdisciplinary health -«:am literature. 

..f ^-h^oS^ i?"^ organizations are based on Bolman and Deal's^ re:/iew 

tl^'^^^^^^y"-^^^' ?ateg°^ized this literature into four 

frames, structural, human resource, political, and symbolic. Each of the 
fS? IT^-^ different approach to conflict. The description of the 

four frames and their relationship to conflict is paraphrased as follows: 

"Structural" frame; organizations exist to establish goals thrxjugh 
5?f?J^i^ and relationships. Probleirs arise when the structure do^n't fit 
2jn tS?^^°" ^ can be resolved thm:^ redesign anc> reorganization. 
SoiS^??^'^!^^- ^ organization's effectiveness and the ability of its 
leadership to function. Authorities must resolve conflict. 

".Human Resource" frame- organiz cions esdst to serve human needs and not 
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vice versa. Biis frame focuses on the needs, skills and limitations, 
feelings, and prejudices of the enplpyees. Problems arise vftien the fit 
between the organization and the individual is poor and can be resolved by 
maintaining a balance between hvman needs and formal roles, and by helping 
ertplqyees develop their interpersonal relationships. 

"Political" frame: all individuals in organizations have access to 
pcwer. Recognizing that organizations frequently have scarce resources, this 
ftame assumes that problems arise because pcwer, viiidi affects allocation of 
resources, is unevenly distributed or so broadly dispersed that it is 
difficult to get anything done. Problems can be resolved by political skill. 
(Conflict does not necessarily r^resent a problem. 

"Symbolic" frame: the shared values and culture in an organization are 
more iirportant than goals and policies. Problems arise v*ien actors play their 
parts badly and symbols lose their meaning. Problems can be resolved by 
improving symbols, by myths, by magic, and by using conflict to negotiate 
meaning. Power is \asually seen as an attribute that persons or systems have 
and can control. 



Methods 



Using Boaian and Deal's^ organizational frames as ref'^rence, I reviewed, 
the proceedi n gs of the National Interdisciplinary Health Team conferences.^'"^ 
The proceedings of the Second Annual Health Team conference (1980) were not 
available. The purpose of the review was to ascertain how many articles dealt 
with team conflict and to determine vMch of the four theoretical frameworks 
were used to address conflict. 

All articles addressing team conflict were reviewed regarding definition, 
expression, and stated causes of team conflict; evaluation of team conflict as 
primarily positive, negative, or neutral; and reornmeivJations for resolution 
of team conflict (Table 1) . 



Table 1. 



Authors 



Baldwin, Eoyer 



(1976) 



Reviev; of Proceedincfs of National Interdisciplinary 
Health Team Conferences in Recard to Conflict 
Conflict: Resolution 



Expression 

Uncertainty, 

anxiety, 

frustration 



Cause(s) 

Life space of 
team undefined 



Evaluation Strategy 

Neutral Human 

Resource 



Drinka 
(1982)14 



Gamer 
(1983)15 



Power play£ 



Staff turnover, 

back-biting, 

distrust. 



Role conflicts, 
coercion, 
major change 



N ral 



Interprofessional 
territoriality + 
conpetition due to 



Neutral 



Human 
Resource 



Structural/ 

Human 

Resource 
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Authors 

Sobleszek 
(1983) 1€ 



More 
(1983) 



Ray, Drlrica 
(1983)18 



Goren, Ottaway 
(1983)^ 



Gavin, Kataja 
(1984)20 



Schiller et al. 
(1984)21 



Pfeiffer, 

Wbodward 

(1984)22 



Goren, Vauj^ian 
(1984)^3 



Farxell et al. 
(1984)24 



C3onflict 



Dririka^^Ray 



(1984) 



Expression Cause fs) 



Dordnating 
iD^iavior 



Ind^)endent vs 

care-giving 

behavior 

Stress, lack 
of morale, 
adjustment 
difficulties 

Team fitting 



C3cBipetitive and 
external status 
conflicts 

Conflicting 
professional 
roles and norms 

OiallQiges, 
change 



Refusal to 
diange behavior, 
staff turnover 



Rivalries, 
invasion of 



Shared caseloads, 
different ejqjer- 
tise, funding con- 
s\:raints 



Resolution 

Evaluation Strategy 

Negative Structural 



Negative Need for 
additioncLL 
research 

Positive No need 
for 

resoluticai 



Negative Structural 
(if dys- 
functional 
system is 
maintained) 

Negative Political 



Bower contests Confusion over 
professional 
domains 

Disagreements Personality 

between extro- differences 

and intro- 

vertat tiiiuking 

and feeling 

types 



Negative 



Human 
Resource 



Negative Human 

Resource 



Inaccurate 
jxxagment of 
team members 



Stereotypical 
thinking about 
team members 



Unclear memr 
bership 
bGundsories, 
scapegoat and 
clcwn roles, 
oolliasicn or 
avoidance behavior: 



Open ccsOTunica-- 
tion blocked, 
history of tension, 
member tumovei: 



Negative 



Negative 



Human 
Resource 



Human 
Resource 



Changes in 
team member 
interaction 



Differences in Team Neutral 
member needs 



Human 
Resource 
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Authors 



CoriLlict Resolution 

Expression Cause(s) Evaluation Strategy 



Monroe-Clay 
(1985)26 



Farrell et al. 
(1985)27 



Drinka . Ray 



(1985) 



Reeves 
(1985)29 



Casto et al. 
(1985)30 



Nichols 
(1985)31 



Cocke et al. 
(1985)32 



Laitibert 
(1985)33 



PersonctLity 
clashes, 
xaiproductive 
meetings, 

poor oooaraunication 



Incongruent roles, 
no pr^>aration in 
teainwork skills 



Neutral 



Iftmian 
Resource 



Polarization, 
informal 
expressive 
rituals and 
huomor 

Fewer 
Struggles 



Qianges in 
lay and 
professional 
interaction 

Internal 
jealousy, 
destructive 
cotrpetition 

Overt/covert 
lack of 
participation 



Disagreement over Neutral 
roles and positions 
overload, no groi^) 
process knov/ledge 



Conflicting needs Neutral 
of team members and 
of team and 
organizational members 

Charicre in resources Neutral 



Symbolic/ 

Iftmaan 

Resource 



Structural/ 
Human 
Resource/ 
Political 

Political/ 

IftmBn 

Resource 



Lack of trust 



Structured 
system 



Individual Multiple roles: 
psychological formal, informal 
or physical self-imposed 
stress response 

Internal E)5)ected Roles 

confusion over- or positions 
accoimtability 



Positive Haroan 

Resource/ 
Symbolic 



Neutral IJman 

Resource 



Negative Human 

Resource/ 
Symbolic 



Negative Human 

Resource 



Results 

Of the 180 articles published in the seven selected proceedings, 21 (12%) 
addiressed team conflict (see Table 1) . Nineteen of these 21 articles were 
published in proceedings from the last three years (1983-85) . Only one f the 
articles defined conflict. Ray and Driiika'^-S defined \:eam conflict as desirable 
tensions that continually seek balance. There was no clear delineation 
between vdiat was perceived as cause versus expression of conflict. Most 
e)^ressions and causes of conflict were subjective or not quantified; e.g., 
individual anxiety, lew morale, frustration, power contests, lack of trust, 
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and role overlap. Ei^t of the articles viewed unclear, multiple, or 
overlapping roles as a major source of conflict. 

Ten articles viewed conflict as primarily i ^tive; nine of these 
identified only one resolution strategy. IVro of the articles viewed conflict 
as primarily positive, one of these recomitended no strategy and the other a 
dual strategy. 

Nine of the 21 papers either assigned no value to conflict or viewed it 
as both positive and negative. These were all assigned a neutral rating. 
Fcxir of these identified multiple resolution strategies. 

Sixteen of the papers advocated the human resource frame as at least one 
method of conflict resolution, six advocated using more than one frame. None 
of the articles that reccmmended use of multiple frames was published before 
1983. Two paper •. offered no strategies for conflict resolution. 
Discussion 

Ihis review revealed differences between interdisciplinary hecilth care 
team (IHCT) and organizational literature regarding definition, recognition, 
and Vise of conflict, and reccniinended strategies for managing conflict. 

Kay and Drinka^^ ^^^^j^ ^ avtthors in the selected IHCT literature 
\-iho defined conflict. A previous review of IHCT literature published within 
the past fifteen years revealed no definition of conflict. Authors of mCT 
literature refer to different t^pes and levels of team conflict; e.g., 
interprofessional and intra-professional,2,34 interpersonal and intra-team, 35- 
and inter- and intra-organizational28/38 levels of conflict. However, they 
generally do not define conflict. On the other hand, definitions of conflict 
are frequent in organizational literature and mi^t refer to antecedent 
OOTditions, affective states, coqnitive states, and actual behavior. Katz and 
Kahn ^ and more recently IXciTam^^o pinpoint behavior as essential to a working 
definition of conflict. IXinham defines conflict as "when two parties possess 
Inoonpatible goals and interact in such a way that the behavior of one (or 
both) of them threatens the other's goal attainment" (p. 343). 

Most of the egressions and causes of conflict presented in the selected 
prcxjeedings were subjective or not quantified, such as distrust, low morale, 
team fighting, rivalries, and role conflicts. The objective egressions and 
causes, such as staff turnover and funding constraints, were most often teamed 
with subjective ones. Authors of IHCT literature migi-t do well to define 
conflict in behavioral or quantifiable terms so that it can be measured. 
Althou^ conflicting behavior is based on incompatible goals, incompatible 
goals do not necessarily lead to conflicting behavior. It is difficult to 
measure and very easy to misperceive a team member's goals. 

Review of the proceedings revealed no clear delineation between what was 
perceived as cause versus ej5)ression of team conflict. In reality, one often 
ffe9ds into the other so quickly that it is difficult to distinguish a casual 
agent. Althou^ Bolman and Deal's^ review did not address this issue, these 
autl»2-s did discuss the iapact of scarce resources, vMch make conflict both 
more llj:ely to occur and more difficult to resolve. Ihey also discussed the 
levels of conflict (low to hi^) , vAiich dictate vAiich strategy mi^t be most 
effective. Bolman and Deal indicate that the structural frame is roost 
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effective v*ien the level of cx)nflict is lew; the human resource frame, viien 
conflict is laoderate; and the political aixi symbolic francs, viien conflict is 
hi^. 

According to Bolman an Deal, authors v4io advocate the structural and 
human resource frames tend to view conflict as negative; i.e., something that 
needs resolution. Authors v*io advocate the political and symbolic frames view 
conflict as neutral or positive; i.e., scBooething that is inevitable and can be 
usefta in problem solving. Seven of the twenty-one authors^'^''^/20,25,26,31 
did not use resolution strategies consistent with their evaluation of the 
conflict as neutral, positive, or negative. Bolman and Deed mate it clear 
that most individuals becone attached to one framework and tend to view their 
world through that particular fcam£:x>rk. Perhaps the training of most health 
care professional si^^ports either the human resource or the strvictural frame. 
Both staff and student health team members lai^t benefit from an introduction 
to all four management frames. If Bolman and Deal's e:q)erienoes(1984) with 
management grocps apply, one could ej^ject staff and students to initially 
respond to such education with confusion and conflict. However, the lessons 
could center on esqpanded strategies for addressing and managing conflict. 

At a recent workshop for health care and health administration 
professionals, I introduced the frames by asking the participants vAiich frame 
was primarily xised by their hospi'.al directorship and which was used by their 
immediate team. Fifty-two percent of the 31 participants thouj^t that the 
structural frame was the primary management strategy losed both by the h^ital 
and within their immediate team. Diirty-nine percent thouc^t that the 
political frame was the primary strategy xased in their hospital, ani 32% 
thcw^t that human resource strategy was the primary strategy used in their 
team. The health care responders were not separated from the administration 
responders. 

It would also be interesting to correlate use of particular management 
frames with the stage of a team's development. Some frames mi^t be more 
relevant to earlier or later stages. In the proceedings reviewed, the 
political and symbolic frames were recommended for conflict resolution in only 
three articles, vAiereas the hman resource frame was recoramerded in 16. This 
itii^t demonstrate the youthful stages of development of many health care 
teams. In the early stages one would e35)ect a t,eam to be more concerned with 
its internal c^namics and increasing productivity throu^ team members. For 
these activities, the human resource frame mi^t be most appropriate. 
However, the extensive use of the human resource frame to the excliaslon of the 
other frames mi^t reflect the historical basis of IHCTs, i.e., small grojp 
and group c^oiamics theory. If the latter is the cause of such heavy use of 
the human resource frrime, IHCfs m(pt iirprove their potential as viable 
organizational entities by incorporating more strategies from the other 
frames, ihe "clown" and "nice gir/" roles referred to by Farrell et.al.27 ^j-^ 
a good exanple of losing the symbolic frame for conflict management. The 
recognition of imiversal, not necessarily equal, power for problem solving^^ 
is an exaitple of advocating the political frai;e. 

None of the articles in the selected proceedings published before 1983 
advocated losing more than one management frame. Bolman and Deal^ note that 
'•successful managers rely intuitively on the different frames, blending them 
into a coherent, pragmatic, personal theory of organizations." They also 
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^iJf ^ used, and that most employees and 

.^"^ ^ fi'^e of the articles fran the 

^^"Ha?^^®^^®*^^ advocated use of dual fraroes. Only one article fDrihka 
and Ray28) advocated use of three frames. The review of oth^tSra 
lit^^, revealed one article which advocated use of three frames for 
conflict resolution. 37 Both of these articles were written about teams that 
^St^ ^ ^^^^^^^ for mne and ten years, respectively, i^ps these 
«^les of ej^ed management strategies are an indication that health team 
SSfL^i,?*'^ as ej^ienoe with fully developed teams increases, 
perhaps iHCTs out of their struggle for survi\'al will be more amencSable than 
organizations to appropriately adopting all four strategies. 
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INIRDDUCriON 



PATIENr OUTOCMES OF TEAM CKRE 



Ruth Ann Tsukuda, M.P.H, 
Veterans Administration Medical Center 
Portland, OR 



Issues surrounding program effectiveness are of pataiaount inportanoe to 
interdisciplinary (or team) programs, E>dsting literature cites numerous 
positive effects of teanwork, iiiclxiding iirproved efficiency, itore 
cocprehensive services, iicproved oootinuity of care, iitproved ccraraunication 
among health care providers, and in general, improved services to the patient. 
However, mudi of the literature has oonoentrated on the study of the health 
care team and the process by vMdi it delivers care, rather than on the 
patient as the : x:ipient of care. 

Ihere are several reasons for the paucity of team literature as it 
relates to health cutocroe measurement, hcwever,one reason predominates. 
Althcxj^ it may be relatively easy to define appropriate health outoone 
Treasures, it is extremely difficult to relate these outocmes to the effect of 
teamwork. The e)q)lanation of teamwork as the critical factor remains mostly 
hypothetical. 

The challenges presented in measuring the health care team's impact of 
patient cutcoroes are addressed in this session. Biree research projects 
report findings attributed to intervention', provided by health care teams and 
the effects of these interventions in the peculation served. Ihese studies 
report findings sudi as: reduction in the number of hoepitalizations, 
iirproved patient or care-giver satisfaction, and improvement in problems 
associated with developmental disabilities. 
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APPLICATION OF DONAHEDIAN'S PATIEMr CaRE EVMUATION 
CATEXSORIES TO A V.A. HOSPITAL BASED HOME CARE TEAM 



Vidci Eaterson, R.N., C, M.P.H. 
Charles H. Turner, M.S.W., Psy. S. 
Veterans Administration Medical Ctenter 
Meirphis, IN 

Ihe Veterans Administration Medical Center in Meaoophis, Tennessee is a 933 
bed, xmiversity affiliated facility with a 120 bed nursing ham care unit. 
The Medical Center series the Greater Menophis area and surrounding counties in 
Arkansas, Mississippi, and KentucJ^. In 1985 the hospital had 158,551 
outpatient clinic visits, admitted 16,908 patients to inpatient units, and 
discharged 17,049 veterans. Of the total nuniber of discharges, 59% or 10,119 
patients were referred to existing continuing care services of the Medical 
Center. The reality of these statistics is that over half of the patients 
acinitted to this facility are never reedly discharged frcxa inpatient services 
but itove along a continuum of care which inclvdes a variety of outpatient 
services. 

One of the key elements of *-he continuing care services offered by the 
Meit^Ms VA is the Hospital Based Home Care (HEHC) program, viiich began 
operation in June 1983. The program consists of an interdisciplinary team of 
11 professionals; a physician, 4 nurses, 2 social workers, i dietitian, 
ooa?>ational therapist, speech pathologist, and team secreta"* . Ihe team is 
n^^sponsible for caring for house bound or bedridden patients -iving within a 
30-mile radius of the Medical Center and requiring medical follcw-ip. In 1985 
the team screened o^/er 200 referrals, admitted 180 patients, made 5,386 home 
visits, at an average cost per visit of $13.17, and carried an average daily 
census of 61 patients. 

Ihe typical HBHC patient is a house bound, 72-year-old male, living with 
a family member within 15 miles of the Medical Center and having a fixed 
income of under $7,000 per year. He has no less than three major medical 
problems, requires assistance for most of his activities of daily living, 
receives weekly visits from team members, and will be an active patient in the 
program for no less than four months. 

Each patient admitted in the program is treated within the parameters of 
a interdisciplinary treatment plan vAiich is developed within five working da^^ 
after admission to the HBHC program. The team has developed standard 
treatment plans for each diagnostic category encountered. Ihese standards 
conform with Thonpson's (1982) "optimal achie^/able results — that are both 
cost effective and well documented." Each standard plan is reviewed every 60 
days to determine appropriateness of continued HBHC care and to identify new 
or resolved problems. 

The Problem 

"A great idea needs landing gear as well as wings" (C. D. Jackson) 

Demlo (1982) states that the quality of health care is multidimensional, 
value laden, and dynamic. In times of increased accountability, reducec? 
resources, and greater conpetition among programs the need to provide an 
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accurate measure of program effectiveness that addresses these elements is 
critical to survival, in the case of the Meitphis HBHC team no single method 
was found to adequately evaluate such a conplex interdisciplinary approach to 
the care of the chronically ill geriatric patient. Ei<^ty percent of the 
patient population for the Memphis program fall in this category'. Most early 
quality assurance activities seemed one dimensional and thus limited and 
ineffective. 

The problem, therefore, was to develop or discover a system of program 
evaluation that would address the ccarplex elements of Deitol's definition 
within a framework such as the one in which the Menjiiis HEHC team operates. 
This challenge would require an extensive search of existing systems and 
theories to find such a procedure. 

Ihe Proposal 

"Ihe man v*io insists \jpon seeing with perfect clearness before he 
decides, never decides." (Henri Ecederic Amiel) 

After a literature search and numerous consultations with other progL .j 
and our own staff, it was determined that, thcu^ not perfect, one concept 
seemed to provide the most prcsnise to answerii^ the evaluation needs of the 
team. Donabedian's classic categories of health care evaluation seemed a very 
litely solution to this issue. In his 1966 paper, Donabedian daaonstrated 
that a program could successfully be evaluated Jay concurrently looking at its 
structure, process, and outcome. This holistic qualitative prospective would 
meet Demlo's dimensions and at the same time provide a structure conpatible 
with the specific needs of the Meirphis program. 

Program Structure 

To evaluate the structure of the program we found several measures in 
place that were considered applicable. The first was the Joint Commission on 
Accreditation of Hospitals (JCAH) . The Men?lrLs team was reviewed in 1983. 
Policy and procedure documents, staffii^ guidelines, quality assurance 
standards, and continuing education activities were evaluated. The program 
was found to be in ccnplete compliance with JCftH stcaKJards. The second 
Instrument was the VA's Systematic External Reviev' Program (SERP) which is 
designed to evaluate program structure and function. The 1986 SERP team 
passed the Marphis HBHC without recommendation (See Appendix I) . 

In addition to the formal neasures of program structure provided by JCAH 
and SERP another indicator of the team's success in this area is professional 
satisfaction. The Meirphis HEHC staff turnover has been significantly lower 
than that in most areas of the hospital. The interdisciplinary apprx3ach has 
led to numerous individual commendations, awards, and promotions. The latter 
of vMch seems to be the only reason individuals leave the program. 

Process 

Process as a measure of quality seemed especially apprx::priate to health 
care delivery by an HBHC team. As a training si<^t for the VA's 
Interdisciplinary Team Training in Geriatric (ITTG} program, the Menphis team 
pixcess has been closely evaluated and critiqued. The team's assessment of 



ERIC 



88 

94 



sucx^ess, mutual siflpport, and professional collaboration was evaluated and 
discussed in a previcxis paper (Cocke 1985) . Ihis paper demonstrated the 
effectiveness of the Meoiphis team in dealing with occplex problems within a 
flexible, professional, and si?3portive milieu. 

Process can also be evaluated in terms of output v*iidi, for the Memphis 
team, has consistently exceeded the e)q)6ctatians of planners and evaluators at 
both the national and regional level. A team the size of Menphis* is designed 
to carry an average daily census (ADC) of 50 and make 3,800 hate visits a 
year. In 1984, cur first full year of operation, the program ADC was 51 with 
5,386 hcB»B visits and in 1985 the team carried an ADC of 58 and made 5,880 
total visits. The current projection for 1986 is for an ADC of 65 with over 
6,500 home visits. All this is at a cost significant'^ly lower than other 
continuing care services at this hospital. (See J^pperxiix II) 

Outocatve 



The final measure of prograis performance and quality of care is an 
evaluation of outccroe. it was decided that two factors could best demonstrate 
outccQie of HBHC care. The first was to evalxaate whether the primary goal of 
HBHC treatment, to reduce hospitalizations, was being met. To measure this a 
study was conducted in 1985 using the patient as his own control to measure 
post- and pre-HEHC incidence of hospitalizations. The population selected for 
stuc^ consisted of the first 15 patients admitted to the program who remained 
in treatxnent for one year or longer. Admissions dates to the program varied 
but the last day of fiscal year 1985 was used as the termination date for the 
stucfy. The number of days of program participation was used to determine the 
time to be evaluated in a retrospective charge review. Fran this the number 
of hospital days for eacih period was calculated. This stu(ty concluded that 
HBHC treatment had significantly reduced both hospital stays and admissions. 
(See ;^}pendix III) 

The seocrd measure of outcane to be examiried was patient/care givx 
satisfaction, lo evaluate this cconoponent a graduate stixient from the 
University of Tennessee was employed to conduct a surv^ of 50 current and 
former patients and care givers to assess their feelings about the services 
rendered by the team. This survey concliided that 95% of the people 
interviewed felt they had received better care with HBHC than they would have 
in an out^tient clinic, nursing home, or hospital. Every individual 
interviewed stated that they would recommend the program to a friend or loved 
one if they became house bound and would themselves want to be treated by the 
same team. Most of the care givers interviewed indicated that they could not 
have cared for their loved ones at home without the support of the HBHC team. 
In all, the interviews demonstrated a hi^ level of patient and caregiver 
satisfaction with the home health program. (See i^^pendix IV) 

Summary 

"The only nice thing about being iiiperfect is the joy it brings 
others." (Doug Larson) 

The Hospital Based Home Care (HBHC) team at the Veterans Administration 
Mediccil Center in Menphis, Tennessee has been in cperation since 1983. Its 
interdisciplinary team has consistently f rovided quality patient care within a 
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setting ccsncJucive to professional satisfaction and team productivity. The 
ina^or focus of this paper was to illustrate how a complex itiultifaoeted program 
could be evaluated using Donabedian's classification system to demonstrate 
program success and quality of care. 

While this stu^ was somewhat limited in scope it is our hope that it may 
aid others in developing effective instruments of evaluation that can 
demonstrate a realistic measure of success. 
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APFENDIX I 
Intxoiuction 



HEHC (Hospital Based Hone Ceu:b) is an extended care program v/hich delivers 
primary care services, using an interdisciplinary team, to patients in their 
cwn hcane in concert with family and caonraunity support. Ihe objectives of the 
program are: 

o To offer functionally d^)endent or terminally ill veterans an 

edtemative to institutional care by establishing a therapeutic and 
scife environment in the hcooe. 

o To increase the cecity of the medical center to deliver services. 

o To reduce the cost of health care by preventing unnecessary 

hospitalizations, emergency rocm visits, and other outpatient clinic 
visits. 

Delivery of services in the HBHC program exenplifies the characteristics of 
primary care. Diese characteristics incliide: 

Aooessibilitv - the HBHC patient/family has access to the 
providers of care during the work week and e)q)licit provisions have 

been made for emergencies occurring during nic^ts and weekends. 

Comprehensiveness - the HBHC team is willing and able to treat and 
manage the majority of health problems arising in the HBHC patient 
population. 

Coordination - viien necessary, the HBHC team coordinates the 
patients* care by referring patients to appropriate specialists and 
other sources of service (both VA and non-VA) , providing pertinent 
information to and seeking opinions from these specialists, and 
e)5)ledning and teaching diagnoses and treatment to patients and 
families. 

Continuity - regular visits from the HBHC team and complete medical 
record documentation which is regularly reviewed and used in 
planning care. 

Accountability - the HBHC team is willing to hold itself accountable 
for care rendered. 

The patient deemed appropriate for HBHC is generally a bedbound or housebound 
patient with either terminal or chronic illness of frailties that accortpany 
advanced age and reqiiire long-term or extended care. Patients with good 
potential for rehabilitation where such services can be provided in the home 
on a short-term basis are equailly appropriate. 
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APPENDIX III 



Primary 
DiacRxsls 


# of 
Patients 


% Of 
Reduction 
after HBHC 


Pre HEHC 
Days in 
Hospital 


Post HEHC 
Days in 
Hospital 


Stroke 


8 


76.3 


427 


204 


Multiple 
Sclerosis 


3 


59.3 


141 


139 


Organic Heart 
Disease 


2 


66.0 


228 


65 


Parkinsons 
Disease 


2 


63.0 


170 


66 


TOTAL 


15 


66.1 


966 


486 



APPENDIX IV 



Questions 



# Responding 



(1) 
(2) 
(3) 
(4) 
(5) 
(6) 
(7) 
(8) 



Time in HBHC 
Reason for admission 
Opinion of HBHC treatment 
Frequency of HBHC visits 
Effec± on quality of life 
Canparison of HEHC vs other prograins 
Would you want the same team 
Would you recanmend to friends 



50 
50 
50 
50 
50 
50 
50 
50 



OorrestDondinq Results for Each Question 



(1) Average time in program 1 year 

(2) Stroke 28, OOPD 5, OBS 5, MS 5, Other 7 

(3) Excellent 39, Good 9, Fair 0, Poor 0, No Response 2 

(4) Average 2 times a month 

(5) Dcproved 43, No Qiange 5, Worse 0, No Response 2 

(6) Better 47, Same 2, Worse 0, No Response 1 

(7) Yes 50, No 0, No Response 0 

(8) Yes 50, No 0, No Re^jonse 0 



"We could not have survived without the team." 

"1^ husband lived longer and were able to keep him out of a nursing home." 

"It's a nice grotp and very helpful to people >*io want to stay home." 

"Ihey are doing a good job and taking good care of ny dad." 

"Ciey not only helped ny husband but our v*iole family." 

"Wtanderful program. I don't knew what we would have done without them." 

"Doctors, nurses, and social worker very helpful, well rounded, well planned 

grojqp." 

"Didn't do a lot to help him, but it was nice to know someone cared." 

"People are very nice." 

"Ihey didn't seem to do much." 

"EJK^llent program, the people are wonderful." 
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GROUP WORK WnH PARENTS OF lEARNING DISABTZD 
CHIIDREM: AN INTERDISCIPLINARY MODEL BETWEEN 
MEDICINE AND SOCIAL WORK 

Samuel Indelicato, A.C.S.W. 
Delaware State College 

'Ihis paper ooncems itself with an attempt to help parents vdiose children 
suffer trxsrx a learning disability through the vise of a parents grocp. 
l earning disability, vMch is also referred to at times as '•minimal brain 
(^function, " is a particularly difficult disorder because it is usually made 
of a cluster of syitptans viiich may take many forms, ^ Ihese forms mi^t be 
that of reading or language difficulties; gross or fine motor deficits; 
behavioral or maturational problems, sudi as poor impulse control; or 
perc^}tual problems. 

No one neurologic iKpedrxnent is exactly like another. Each child's 
functioning d^)ends i^n the mix of a variety of possible synptoros, viiich 
exist in an almost infinite number of possibilities and proportions. 
Therefore, it is possible for a hyperactive antisocial child, and a withdrawn, 
poorly coordinated, c^slexic child to both be considered learning disabled, 
even thou^ they present themselves in different ways, 

VJhen this type of child begins school two major concerns for parents and 
educators are behavior difficulties and/or poor school performance. Some 
children can't match shapes, dcn't stay in their seats, have tenper tantrums 
or crying spells, can't catch a ball or swing a bat, or e55)erience difficultY 
grasping concepts. Ihis can result in the learning disabled child seeir^ his 
failxares, feeling the rejection of peers, and beginning to develop secondary 
emotional problems as he faces challenges beyond his capabilities. At home 
his inability to follcw instructions or possible hyperactive behavior is often 
met with scolding or admonition from parents vAio don't understand what is 
wrong. For the parents of these childreri the recognition of their child's 
disorder produces a critical life transition (the loss of normal child) 
requiring new demands and new responses. According to Germain and Gitterman, 
vAien there is an i^set in one's adaptive balance the result is stress. Stress 
is viewed by them as a "psychosocial condition generated by discrepancies 
between needs and capacities, on the one hand, and environmental qualities on 
the other, "2 

These parents can sometimes be faced with inappropriate and lanhelpful 
feedback from physicians, friencJs, and relatives, Coijpled with their cwn 
observation of their child's bewildering behavior, they often live in a state 
of constant frustration, tension, and anxiety. Feelings of helplessness and 
failure usually emerge edong with overreaction, depression, and guilt. 

Hew any one parent or family meets the demands of this life stress is 
very much dependent v^n the presence or absence of environment, such as 
schools, hospitals, and the quality of interpersonal relationships. The 
environment and primary relationships can either provide sipport or be another 
source of stress. The remainder of this paper will discuss the sources of 
stress to parents of learning disabled children and will describe the 
development of a mutucil aid groi?) program to meet the needs of this 
population, 
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The Agency 



Ihe agency setting was a nultidisciplinary nedically based center for 
children with develcpoental disabilities, caiibinii^ the skills and knowledge 
of several professions (neurology, psychiatry, social work, etc.). A wide 
variety of develqproental disabilities were served at the clinic, inclxjding 
cerebral palsy, mental retardation, seizure disorders, leamii^ prcblems, and 
einotioraL difficulties. About half of the clients were learning disabled. 
Each child received an examination by a pediatric neurologist, social worker, 
and psychologist. Other examinations were given as needed. Ihe findings and 
recorainendations were shared at a multidisciplinary conference, with the 
parent (s) and child participatii^. 

The major treatment plan focused on special school placement and very 
little on helping the parent cope and deal with all the other ramifications of 
their child's situation. Because of this, parents felt isolated and, at 
times, intimidated by the professional "experts" treating their child. Most 
became confused and/or frustrated by the flood of information or instructions 
given them to carry out in the hone. Many of these children had acccnpanying 
behavioral difficulties vMch often erupted in school and caused the parents 
to be called in to respond to "charges." Thus, most parents felt anxious and 
defenseless against the educational system with which they often had to deal. 

Group Ratxonale and Formation 

It was soon discovered that many of these families were being referred to 
a local family service agency for individual and family counseling. This 
helped many of these families manage better with the multiplicity of its 
prcblems, but it lacked the focus of education and mutual si^jport that these 
parents needed. As more referrals were made and the workirg relationship 
between the two agencies became closer, both administrators and workers began 
to look at alternative service delivery methods to provide more oonrorehensive 
service for these parents. 

Ka^ing in mind that a typical profile of our parents was one of a person 
who generally felt inadequate and guilty, was usually anxious and un-focused, 
and had incorporated a "bad parent" image, it was decided that some sort of 
mutual edd groi^) program was necessary. 

Schwartz^ has written about the mutual aid features of the groi^ 
experience, the most inportant of these being the ways that people si^jport and 
learn from each other during this helpii^ process. The sij^jport and incentive 
for members to reach for difficult themes and e3?)lore taboo areas is generated 
by the groi^ interaction. Throu^ gvaip process the tasks of elaboiration and 
division of problems takes place. Members from their own vantage points can 
swap exanples, contribute to each other's ideas, and explore various facets of 
their problem area. 

In a groi^) we felt parents could share their experienxs, feelings, and 
concerns, and help each other. Their cctnmon e}5)erienoes provided a natural 
basis for the develcpraent of mutual aid, oonifort and si^jport, a place where 
they could recognize that they were not alone in e>qperiencing these painful 
feelings and self-doubts. We felt that a groi;?) would help them with the 
isolation they felt in the clinic as well as in other institutions (schools) 
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ana social networks (nei^ibors) , vdiich reinforced their sense of futility and 
hopelessness. 

It was decided that the groap inodel would be a short-tem, closed-ended 
task centered one. Hie initial contract would be for six sessions and clients 
could re-oontract for additional sessions* The grwp was short-term because 
we felt that clients would be itcre willing to engage in short-term ccwimitment 
becavise many were involved heavily in other service systems vAiich put great 
stress on their time. Hie task centered approach was chosen because it would 
help meambers to focus quickly and maintain pw^^^se and direction. 

In the task centered approach^ problems perceived by the client are 
elicited, e)?)lored, and clarified by the worker. The problem viiich the client 
is most anxious to resolve is normally seen as the primary target of 
intervention. 

Once agreement on the problem has been reached, tasks are formulated and 
selected in collaboration with the client. A task defines what the client is 
to do to alleviate his problem. Ihe task represents both an immediate goal 
the client is to pursue and the means of achieving the larger goal of problem 
alleviation. In its initial formulation, a task provides a general statement 
of the action the client is to undertake rather than a detailed blueprint. 

Sanction Buildincf 

To set up grcfopQ in the clinic, the si^jport of the entire staff was 
needed. We involved staff at all levels in the grxxp formation process; 
clinic administrators, social workers, doctors, case managers, etc. Most 
showed enthusiasm about the proposal and agreed that individual intervention 
at the clinic with clients losually meet most of their daily reality needs, but 
that there was a great gap in meeting the counseling needs of the clients. 
The work began with educating the staff about group process, in particular, 
the concept of mutual aid. 

In the groups we hoped that parents would be able to hear from other 
parents e^qjeriencing the same situation. We wanted to create an atmosphere 
vAiere parents could e5q)ress and help each other with sacse^ very painful 
material. From this sharing e>qperience we hoped that people could help 
mobilize each other to deed more effectively within a given situation. 

Some workers were concerned about the possible intrusion upon their 
territoried boundaries. The two specific concerns they had ^vere the demands 
that would be placed on them with the initiation of these groups and hew they 
would affect the few individual counseling cases they new had. There was also 
apprehension about the interplay of groap and individual work. 

Shulman^ relates to this later concern vAien he writes that clients may 
use both individual and/or grocp help for different issues as they see fit. 
He sees groiqp discussion enhancing rather than ijnrpeding individual sessions 
because memt^rs are given the opportunity to understand hew others are 
e)5)eriencing problems and also see that others have fears related to their own 
taboo arecis. These factors may put members in touch with feelings not 
previously evident and may help members introduce material in their individual 
work. 
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Li3«ewise, individual sessions can aid a client to raise an issue in the 
grwp, Scane material is too personal to begin talking about in a group 
oont^. ^ As this material is introduced in individual work and not harshly 
judged, it then encourages the client to share these concerns in the gxaap. 

In regard to the fonner issues, we failed to sufficiently reach for these 
concerns initially. Ihis left staff with a very cautious approach. It was 
not until we reached deeper for these concerns that staff began to express 
ff^ !L?^^ ^ reservations about the proposal. Once this happened, then 
tlie section building process for this program really began. 

Oontracting 

Ohe importance of making a dear, uncorplicated statement of why a guyjp 
is meeting is contained within Schwartz 's^ definition of contract. The 
cxjntract should reflect the stake of the group mfatibers in cacaLa together, awi 
should also rerlect the agency's stake in serving them. Ihe contract should 
not only roflect both stakes, but also provide a frame of reference for the 
work that follows^. Contract work is not limited to just the beginning of 
grasps but is constantly beii^ renegotiated as the concrete Implications of 
the two stakes beccroe clearer in the events of gracp life. 

Frm our experience at the clinic, the three most ijtportant areas for 
parents were their child's inability to get alor^ with brothers and sisters, 
to make and keep friends, and to ke^ VBp with school work. Biese concerns 
were stated as concrete as possible to allow parents to respond quickly as to 
their iitportance. ^ ^ j 

Another part of the contract was a statement of our stake, which was to 
try to give parents a place to talk with each other about their concerns 
involving their children. 

^ period of ventilation and sharii^ concerns we focused the work by 
identifying several major areas of stress the parents wanted help with during 
the cxurse of the grot?). The three major ones were, the relationship to the 
child, the status of the parent of a disabled child, and familial pressures. 
Ihe short-tem nature of the grcAxp allowed only enough time for sufficient 
ej^loration of the first two themes. The third area of familial pressures 
received only cursory grotp attention. 

To give members a sense of the grwp process, each member was asked to 
choose a situation in relation to the major themes previously mentioned, that 
they wanted to iaprove \3pan within the six-week period. We hoped the 
identification of specific tasks wculd establish a climate within which 
parents would examine their situations and es^iment with new coping 
behaviors. Barents usually found it easier to identify target problems than 
to identify tasks on which they could begin to work. The difficulty with task 
identification seemed to be related to a feelii^ of being "singled out" from 
the rest of the members. This seemed to hei^iten their sense of the 
uniqueness of their situations. 

The major theme of this phase seemed to be the parent's relationship to 
the child, and the major attempt for task formulation revolved around the 
difficulty that learning disabled children scroetimes have in carrying out 
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multiple tasks. 



Work ftiase 



Ihe parents felt that the nost stressful problem area was their 
relationship to their child. Menibers talked about their inability to 
vmderstand the behavior of their children and initially tried to elicit an 
©qplanation frcro the leaders. As we further esqplored this it became clear 
tiat the parents were hoping that the groip leaders would be able to identify 
those aspects of their child's behavior that they feared. 

Ihe strongest one that emerged was the fear of no longer being able to 
maintain self-control (losing to their more "powerful" and demanding 
children) . As they described their experiences we identified their sense of 
loss of control and helpless n ess. Wfe attenpted to help them gain mastery over 
these situations ty asking each person, as they talked, to describe in 
increasing detail what they were trying to convey, so that grxxm members could 
respond appropriately. 

Defining observable behavior in specific terms, facilitated the members 
and our understanding, and facilitated attenpts to change maladaptive behavior 
or to Identify ways to avoid conflictive situations. Once parents were 
helped to describe in detail their participation in a given situ=^tion, they 
were better able to more, accurately assess what part they played in 
exacerbating the situation. 

Fran their discussions specific tasks emerged, examples of which were 
increasing stucfy time, ellminatii^ temper tantrtms, and increasing tolerance 
for delayed gratification. 

u ^ ^ evaluation of the situation iinplied that the parents themselves 

had to change. Examples of this were establish!!^ consistent rules and 
limits, responding positively to a child's good behaviors, and encouragina 
ina^jendent functioning. ^ 

Sometimes parents did not know how to inplement s-uggestions made. In 
order to provide them with a repertoire of words, phrases, and feelims, we 
encouraged role playing as a means of preparing parents. Wfe also strongly 
encouraged parents to give feedback to the other members conceming their 
attempts to follow through on their tasks, at the next session. 

Although vast changes did not occur within the six-session format around 
this particular theme, parents did feel better equipped with alternatives to 
handle problematic situations with their children and did participate in a 
problemrsolving approach. Ihis seemed to prepare them for their second major 
theme which was the status of parents of a leamii^ disabled child. 

To understand this theme it is inportant to understand that ej^jectant 
parents wish for a normal child and prepare themselves for parentim alorg 
normative developmental lines. When the child is viewed as abnormal, 
regardless of the age of the child, there is often a period of grief and 
mourning for the fantasized child. This mourning process allows parents to 
reach for new ways to respond and adapt to their new demands. 
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Most of these parents liad not given themselves permission to grieve ana 
so at sane pint e)qKrienc9d feeliiig ashamed by their children, whether due to 
bizarre or hyperkinetic behavior, lack of intelligible speed:, or general 
immaturity. 

Many felt attached and eiqposed by family, neighbors, and the school 
gstem. Jhey also felt embarrassed in public situaUons (like shopping) where 
their children did not act normally. These situations triggered their 
feelings of shame and then guilt for that feeling, ihey wert. conflicted abou^ 
how to react, often responding unnecessarily harsh with their children. 

Sessions such as these provided the group members vdth an accepting and 
safe atmosphere in which to share their innermost feelings. Each encoiaaged 
the other to find hidden and untapped strength. Ihe group's cctpassionate 
sapport draw them closer together. This support and acceptance encouraged 
each of them to look at their own participation in the situation. This 
cabled members to recognize that they needed to precipit ate some changes in 
their relationships with their children. "-"^et. on 

™««v^2 ^f-'S!**.®!^?^^,?^^ (particularly spouse involvement the 
?^S^L^®^L?f^ fanilies were not emotionally available to them anchor 

involved sufficienUy in their chL.d's dailv life. They usuallv felt 
abandoned and angry. This general feeling of anger had a spili^over effect in 
relation to how they treated their children. Germain and Gitterman2 refer xo 
this process in their description of the family as a system of interacting 
parts where pressures and adaptive demands exceed adaptive limits. 

Sane members began to reflect upon their own identities, questioning 
their personal goals and future. Some became more assertive about tl.^ own 
needs and recognized that they had to find a balance between their own needa 
and those of their families. The gra^ helped scne parents to iir::.).::ment sane 
ideas they already had. 

Conclusion 

In analyzing the results of these groups (throuc^ the use of 
questiannaites distributed to group members and by review of process 
recordings dene by the co-leaders after each session) , it was found that 
parents who finished the grcup process ej^^erienoed greater coping abilities in 
managing their child's disability. They also mctoilized resources better in 
terms of coordinating services that were necessary for treatment, and followed 
through more thorou^y with the professional staff then parents who were not 
in the group. 

The short-term task centered ajproach had facilitated a new understanditw 
of their situations and had also given them sane concrete, practical 
suggestions for behavior change. 

This program demonstrated the effectiveness of an interdisciplinary 
approach in servicing these parents. It provided the therapeutic support of 
mutual aid among parents and also developed a more oarprehensive treatment 
approach for these parents than the single appiroach that either agency was 
providing. 
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INTERDISCIPLINARY RESEARCH WUH DOWN SYNDRCME CHEITREN 

Sandra J. Edwards, M.A., O.T.R. 

Western Michigan University 

dpiectives of Proposed Study 

Ihe proposed study builds on the recent research into the relationship of 
itiotor, reflex, and linguistic development to sensoriinotor development in Down 
t^ndrofle children. If this relationship exists, an interdisciplinary therapy 
approach - in vJiich motor, reflex, language, and sensorimotor integration were 
worked on simultaneously in a continuum of developnent - would decelerate the 
gaps e)?)ected in tliese modalities more effectively than would traditional 
therapy models. Furthennore, if vestibular stimulation improves sensorimotor 
integration, it would follow that an improvement in motor and language skills 
would result, because the systems are liiterd^)endent. As a sub-cbjective, the 
proposed study exemiines multidimensional stimuli of the vestibular system such 
as spinning, swinging, rolling, and rocking and its effect on pre-linguistic, 
motor, reflex, and mental develc^soaent. 

Hypotheses: 

1. Interdisciplinary therapy (Occi^^tional Iherapy and Speech-Language 
Pathology) for Dcwn syndrcane children is preferable to traditional 
therapy models in vAiich the child receives therapy from each 
discipline independently. An interdisciplinary model is tested. 

2. Vestibular stimulation shows significant iitprovement in pre- 
language, motor, reflex, and mental developnent of Down syndrome 
children viien it is incorporated into this interdisciplinary therapy 
model. 

Review of the Literature 

Ihe treatment of Down syndrome children has undergone drastic changes in 
recent years. Not long ago the standard pediatric advice was for early 
institutionalization. Ihe birth of such an infant was considered to be a 
major tragecty, and the baby was removed as soon as possible. Ihe changes 
began with the President's Panel of Mental Retardation in 1963 vAiich followed 
the World Health Organization Report in 1954. Both of these recooDmended horae 
care for the Dcwn syndrome child. Since then, socjial changes in this area 
have been massive. It is now e^qpectedl that Down syndrome infants will be 
raised in the home and institutionalization is thoo^t to be a last resort. 

Dcwn syndrome is the most common chrcmoscmal anomaly, occurring in 1 in 
600-800 live births (Nyhan, 1983) . A physical feature of Down syndtxme, among 
many others, is low muscle tone (hypotonia) causing hyperextension of joints 
(double jointedness) . Virtually all Dcwn syndrome diildren have language 
deficits (Dodd, 1975) . Children with Dcwn syndrone remain small and their 
physical and mental develqproent is slew (Smith, 1982; Stoel-Gammon, 1981). 

Down syndrome has received particular attention frosi researchers in the 
last decade. A number of studies that have implications for therapy have been 
conducted in the fields of ooci?>ational therapy, speech-language pathology, 
and medicine. Ihree basic premises are important for the proposed study: 1) 
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there is a relationship between the central nervous system (sensorirrotor) 
developoient and pre-linguistic caevelopnent; 2) the gaps in develcprtvent between 
Dcwn syndrone children and nonnal children appear around the first birthday 
when speech and walking are expecbed (the develcpnental gap becotnes 
increasingly wide as age increases) ; and 3) there is a relaticaiship between 
vestibular stiinulation and the develcpodent of language and motor skills. 

Sunirnarizing inplications for thersqpy frooi the literature led the 
researchers to concliide: if language developoent is dependent \jpon 
sensoriittotor development, then therapy with Down syndrooe should take this 
premise into aoccaant in setting goals, structuring activities, and laeasuring 
progress in a team approach. 

An additional iitplication frcm the research revieijed is that itotor 
developnent of Dcwn syndrdooe children benefits from vestibular stimulation 
regardless of the etiology of the anatooic differences from nonnal children. 

Methods 

Nine children ranging in ages f ran 15 noiths to 54 months were studied 
for 6 months. A crossover design was \ased to determine the effects of 
vestibular simulation and interdisciplinary therapy on language and motor 
development versus traditional therapy. 

Ihe selection of this design was made because it is: 1) statistically 
sound as a pilot study, 2) possible to r^licate, 3) possible for all subjects 
to receive treatment, 4) controlled for differences of individuals, and 
measures the effects of the individuals, and 5) the subjects are losed in each 
e35)erimental condition, therefore, it actually increases the number of 
observations per treatment periods. Ihe two groiqps were randomly divided into 
five and four subjects each. For ei^t weeks, the first group received 
vestibular stimulatioh and interdisciplinary therapy while the second groap 
received traditional therapy. A washout period of six weeks was given before 
the gra?)s were crossed over for the fina], ei^t week session. 
Interdisciplinary therapy was defined as a speech pathologist and oco^^ational 
therapist working either simultaneously or individually with a child losing 
specif iccdly designed activities to meet both disciplines' objectives. 
Objectives were jointly decided on by the speech and occupational therapist 
frcm standardized tests administered by ej^jerienced professionals, blind to 
the stuc^. Individual treatment plans were devised by each respective 
discipline and then e}5)lained to the other discipline; activities were 
selected or created to fulfill objectives for both disciplines. 

Traditional therapy was defined as the occipational therapist and speech 
pathologist working separately, in therapy for 30 minutes with the children. 
Objectives were devised from standardized tests. Ccarattunication regarding 
therapy was done via written reports, or in meetings but no observation of 
therapy or joint interaction took place during therapy. Ctojectives for motor 
and language developinent were the same for the children in both 
interdisciplinary therapy with vestibular stimulation (nvs) and traditional 
therapy (TT) . No vestibular stimulation was given in the traditional therapy. 
Ttie selection of nvs versus TT out of a variety of conbinations among IT, VS, 
and TT was made because it represented the strongest contrast of therapies 
and, it was surmised, would demonstrate the strongest results. 
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»ie children were treated by three registered therapists liaving master's 
degrees and two graduate assistants. Uie graduate assistants both had 
previews ejqperience with Dcwn syndrcajfte and preschoolers. One graduate student 
was in the roaster's degree program in oca?>ational therapy and the other was 
in the master's degree program in speech pathology. 

Results 

Preliminary analysis of data indicates that interdisciplinary therapy 
with vestibular stimulation may be better than traditional therapy in tenns of 
gross motor skills develqpnent. Overall oonclxasions of speech develcpment 
indicated that traditional therapy might be better than interdisciplinaiy 
therapy with vestibuleir stimulation in terms of overall speech develcpment. 

Discussion 

Bie results are influenced by the small number of clients, the diversity 
of ages (age span 15 months to 54 months) , learning frcm the test (althou^ 
this was controlled for by selection of the crossover design) . 

The strong features of the design were that nine children began and 
ocnpleted the study. The evaluators were blind to the study. Ihe selection 
of the crossover design was made because it is statistically sound for small 
populations, controls for individual differences, measures the effects of the 
individual, provided all the children with treatment, can be di;?)licated, and 
subjects are used in each e}q)erimental condition; therefore, it actually 
increases the number of observations per treatment condition. 

Enpirical observations made were that children with articulation 
difficulties demonstrated by Dcwn syndrostive at three and four years of age 
require more one-on-one therapy in isolation in order to assure that fine 
details are mastered. For stimulating language of Down sywarcrae children 
under three years, interdisciplinary therapy was more successful. Ihe 
children are actively engaged in movement and at the same time stimulated to 
use language. Ihe result was that children used laore active language than in 
traditional speech therapy \Mch consisted of primarily seated activity 
working on speech souncSs. 

Overload of sensory stimuli was observed in the ITVS graap. Children 
with Dcwn syndrome beccrae distracted by language vhen actively engaged in a 
fine motor activity. What did seem to work was req^iiring language before 
gross motor activity, i.e., "one, two, three, kick," then having them kick the 
ball, as opposed to the therapist verbally directii^ them. 

Ihe duration of the structured vestibular stimulation did not elicit 
i^stagraus iri many of the children. Additional stimulation was added that fit 
within the design because it was felt the inareased stimulation would produce 
more integration. 
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INERDDUCnC3N 



TEtMiKSBSK IN GERIAIEICS 



Roberta G. Sands, Ri.D. 
Ihe Ohio State University 



The need for interdisciplinary teanwork is peQ±icularly evident in 
geriatrics. Many older adults have conplex and multiple heeilth care prt±)lems. 
For sane, a problem such as substance abuse is hidden and overlooked. Other 
older adults experience neglect because of ageism. Students of diverse 
disciplines have the opportunity to learn about the social, medical, and 
individual dimensions of geriatrics by partici-pating in the intenJisciplinary 
team. 

ItiB first paper in this series is Thoraas DiMatteo's "Reaching Out to the 
Elderly Substance Abuser: An Interdisciplinary Model Involving Education, 
Early Intervention, Treatment, and Referral." Following a discussion of 
alcohol abuse among the elderly, DiJMatteo discusses a program in vAiich a 
collaborative relationship was formed among health care planners frcm offices 
of aging and substance abuse agencies, alcoholism counselors from a private 
agency, managers of apartments for the elderly, and social workers from a 
county program for the elderly. Coordination among the various services 
facilitated the identification and treatment of elderly needy services. 

The second paper, entitled "Collaborative Care of the Older Adult: Role 
of the Preceptor in Interdisciplinary Team Training, " describes the 
Interdisciplinary Team Training in Geriatrics (riTG) program at the Veterans 
Administration Medical Center in Coatesville, Pennsylvania. Here the 
precqptor functioning as a team member serves as role model to the preceptee. 
The roles of the psychologist, social worker, oocipational therapist, nurse 
administration, and nurse practitioner preceptors are described. The 
prec^jtors convey a positive attitude toward teamwork, participate actively, 
and by example teach preoeptees hew to collaborate successfully with 
professionals of other disciplines. 

The third paper is Nancy Wuggazer's "Weekly Interdisciplinary Patient 
Care Rounds," in vMch a system of interdisciplinary rounds established at La 
Grange Memorial Hospital is described. The rounds were established 
principally to provide a mechanism for early identification of patients with 
ccarplex needs and to facilitate discharge planning, but it also promoted 
teaitMork and saved professionals time. Outcomes of interdisciplinary rounds 
were analyzed and feedback has been positive. 
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REACHING our TO OHE ETTERLZ SUBSTANCE AFJSER: 
AN ZNIERDISdPLrNftRT MDDEL INVOKING mjC^>TJ.CN, 
EARLZ INIERVEWnON, iraMJffiNT, AND REB^. JAL 

Ihonas E. DiMatteo, Ed.D., C.R.G 
Ithaca College 

Introduction 

Among the host of sigxiif icant prcblems e)5)erienced by the elderly, 
particularly since the mid-1970s, alcoholism has been reoeivijng an irjcreasing 
focus. This eoaerging realization has been well documented by many sources 
(Carruth et al., 1975; Dunlop, 1979; Sdiuddt and Miller, 1975; Glassock, 
1979; Ziniberg, 1978; Zimering and Donieischel, 1982). 

On the other hand, Cahalan et al. (1969) and dark and Midonik (1982) 
have contended that alcohol abuse and dependence are l-sss prevalent among the 
elderly. These investigators have suggested four e)5)lanations for the 
apparent low rate of alcoholism in the elderly: 

1. Ihe older birth cohorts never attaired the levels of alcdiol 
abuse/dependence of the younger cohor ts, 

2. People drink less as they beccrae older, 

3. Alcoholics die early, lessening the number of alcoholics among the 
surviving aged population, 

4. Uie elderly under-report their alcohol problais. 

Given that the rate of alcohol use among the elderly is generally lower thar. 
that of the general population, nevertheless, the rate of alcoholism and 
problem drinking is about the same, and may be hi^ier than the average among 
clinical populations. 

The National Institute on Alcohol Abuse and Alcoholism (NIAAA) estimates 
that approximately lo percent of the elderly male population and 2 percent of 
the elderly female population are heavy or problem drinkers. Based on 24 
million older people livir^ in 1980, the estimates of those ejqjeriencing 
alcoholism and problem drinking could range frcm 1 to 3 million. 

There is an extremely wide variance in the estimates of the prevalence of 
alcohol problems among the elderly. This variance is attributable, in part, 
to a lack of consistency in the literature relative to vAiat constitutes 
"elderly" and, in part, to what constitutes alcohol problems in this segment 
of the pcjpulation. Seme investigators define the elderly to be individuals 55 
and over; others regard those over 60 as elderly. Sccie researchers study a 
wide range of alcohol-related problems, vMle others investigate chronic 
alcoholism. Nevertheless, in the face of such aitibiguities, those of us in the 
field of gerontology must be concerned about the aspects that tend to make the 
elderly susc^ible to problems related to alcohol. Demographic data suggest 
that the problems of alcohol abuse among the elderly will increase at least in 
proportion to the population growth of that sector. As Brody (1982) has 
stated, vMle fewer older people drink and average consunption declines, four 
factors that promaote alcohol abuse are noted: 

1. Retirement, with its accotpanying boredom, role status change, and 
incone loss. 



2. Deaths among relatives and friends and the realization that more 
deaths are iindnent. 

3. Poor health. 

4. Loneliness, especisdly among elderly woten. 

untoward responses to these problems inclxide not only alcoholism, but drug 
abuse as well. Dans and Kerr (1979) mention that alcoholism is the second 
most frequent cause for admitting elderly patients to a psychiatric facility. 

Ihe older problem drinker has special needs which generally are not being 
met in the present alcohol treatment delivery system. There is a paucity of 
treatment facilities that deal with the particular needs of the aged. 

Recognizing the problem has not been easy, and the makir^ of a 
differential diagnosis of alcoholism where the elderly are concerned creates 
seme serious difficulties. Dunlop (1979) has stated that alcoholisra is 
frequently masked by symptcros it sihares with the aging pnxess and adverse 
drug reactions. Such things as confusion, clouding of sensorium, 
disorientation, recent-memory loss, slowed thou^t process, depression, 
tremors, nuscle incoordination, inflammation of joints, gastritis, 
l^^tension, heart arrhythmia, anoreida, and lessened ability to respond to 
stress are ocmmonly and erroneously viewed as an unavoidable part of grwing 
old. Alcohol's effects are therefore couched and the possibility of theraov 
and iaproveanent overlooked. 

Further, IXmlcp (1979) addressed the issue of attitudes. Referrim to 
elderly alcoholism as a "double negative," she discu53sed the hopelessness and 
helpl^sness, the general mind-set toward the aged client who happens to have 
a drinking problem. Alcohol treatment personnel are often discouraged and 
pessimistic about their elderly clients. Providers of services to the elderly 
are put of f by and avoidant of possible alcoholism among their clientele. 
This outlook is shared by the victim and his/her family, as well as by social 
and health agency staff. Ihe iaplications for treatment potential are legion. 

recognize the probleiri, in concert with the double negative attitude 
toward the elderly, ocnpounded iy alocholism, are all critical reasons why the 
problem is not being identified and the aged are not being referred for 
therapy. 

As Zimberg (1978) indicated, the difficulties associated with providing 
services to the elderly In general will also pertain to elderly alcoholics. 
Kare/ individuals will be either unable or unwilling to leave their hones to 
attend outpatient activities or to acti\'ely partake of groap activities when 
they get there. As a result, part of any oonprehensive continuum of care for 
the elderly Bust consist of outreach an case-finding activities. Aged 
individuals reluctant to be part of group activities because of their life- 
long lifestyles and personalities have to be handled individually in an 
atteopt to understand hew Involveaoent In scrae phase of a program mirfit be 
generated. The same holds true for the elderly alcoholic. The challei^e then 
facing the professional ocninunity health care ocnraunity is to offer a viable 
service that will be utilized. 

In ny previous position, I was a ccurity dn:^ and alcohol program 
director. In that ca^city, I had responsibility for the planning process, 
which included ar. assessment of needs for a bi-cxsunty region in northeastern 
Pennsylvania vdiere the population of elderly exceeded 21 percent. Upon review 
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of client census data, hcwever, results indicated that despite such a hi^ 
elderly conoentration, only 3,5 percent of the total client population were 
elderly. We inferred froro the client census data that the elderly substance 
abusers in cxir locale were being unclerserved. Tliis inference was based on the 
recognized assunption that alcohol edxise among the elderly is a social/iaedical 
problem of considerable magnitude, on the basis of the di^roportionately high 
density of aged in our region, and on the basis of the local treatment data, 
vAiidi rrflected so few elderly clients. 

In the case of elderly clientele, agency services may not have been 
utilized in an earlier lifestyle, CJonsequently, it may be difficult for them 
to begin using the services of an agency in their old age. If staff over- 
identify with agency norms, rather than attanpt to understand individual 
client needs, they then may miss the target gxx^ap Jtibose norms are different. 

Grotjahn (1978) has discussed a nontraditional e^jproach to direct service 
delivery to the elderly. Althcu^ not specifically for alcoholic clients, 
Grotjahn's su^estion furnished the Impetus for the design of our program. He 
discussed teams of e)?)erts with and without medical background and training, 
v*io would go to the homes of the elderly and conduct groap sessions there. 
Ihe intended function of these teams of thersqpists was to establiki groap 
cxxnrnunication. Ihe notion of sending a trained alcoholism counselor to the 
heroes of suspected edcohol abusers to engage in an individualized session was 
a modification of Grotjahn* s suggestion. 

In response to a local Office oti Aging Request for Proposals (RFP) for 
counseling services for the elderly, I submitted a proposal dealii^ with three 
carponents: 

1. Provision of on-site diagnostic evaluation. 

2. Provision of on-site counseling/referral, 

3. Provision of consultation to caseworkers from the Office on Aging. 

According to the proposal, a counselor from a local outpatient drog and 
alcohol (D & A) agency would be available to aooowpany case-wrkers from the 
Office on Aging to conduct diagnostic evalviations at the residences of elderly 
clients whenever reported cases of suspected alochol/other substance abuse 
were brou^t to the D & A agency staff's attention. Ihis personalized service 
was intended to respond to the specialized needs of the older client, rather 
than leaving hinyOier to adjust to the services of a particular agency. 

Further, after initial evaliaation, and contingent vpon individual 
circumstances, ongoing treatment would be continually provided at the 
individual's residence. 

Althou^ these services were made available to the general elderly (6CH-) 
population, by agreement with the local Office on Aging, certain subgroi5)s of 
the elderly had been ' cargeted for priority consideration. Ihese were: 

1. Individuals 75 years of age or older. 

2. Individuals who live edone and/or who lack adequate socied si^ports. 

3. Individuals who are disabled. 

4. Individuals living in inadequate housing. 

5. Minority individuals. 
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6. Individuals with inocmes below the poverty level as defined by the 
Uhited States Bureau of the Census. 



Results 



Client status relative to disposition of referrals as well as treatment 
C3Utoone was assessed over two contract years. Ito summarize the results. 53 
clients received a total of 297 outpatient counseling sessions. Twenty-four 
(45 percent) had ocnpleted treatiaent and were r^rtedly abstaining fran 
alcohol, niis information was obtained from counselor observations, client 
self-report data, and feedback frcm managers of highrises for the elderly, as 
well as frcm other residentjs in the apartanent conplexes. Seventeen cli&nts 
^ ocapleted treatment and reported sane use of alcohol, six 
individuals (11 percent) were discharged fron treatment and continued with 
heavy use of alcohol. One client (2 percent) was still active in treatment 
Mid reputed continued heavy use of alcohol. Two clients (4 percent) were 
stillactive in treatment and abstaining fron alcohol. Three individuals (6 
percent) were deceased. ^ 

tesed on individualized needs, a variety of treatment nodalities were 
^S'?!?!. Nineteen of these clients (36 percent) were treated on an 
o^ttent basis only; ar^other 19 (36 percent) required inpatient 
detodfiCTtion treatment before the outpatient counseling could take place; 
^ Sc!?^. percent) were referred to a resiflential drt:^ and alcchol 
r^ilitation facility; eigtit clients (15 percent) were referred to a medical 
hospital; and five clients (7 percent) v:^ referred to nursing hones. 

Je diversity of treatment environments— drvjg and alcchol, medical, and 
geriatrlc--undersoores the need for fostering allied health relationships. 

outreacii effort seems to have been .instrumental in fumishSg a 
CTitical intervention service. Feedback from both caseworkers and 
planniJig/supervisory staff from the local Office on Aging had been very 
^^;!^^^'J^V^^^esccibes a successfully coordinated education and 
outreach effort involving both the public and private sectors. In acJdition to 
the on-site diagnostic evaluatiorVcounseling, consultatiorVeducation 
opportunities for cross-fertilizaUon were plentifia. The drug and alcchol 
rMouroM afforded cpportuniUes for caseworkers frcm the Office on Mixa to 
ei*anoe their awareness of substance abuse. Conversely, trainir^ r^our?es 
and wtakshcps frtsa the Office on Aging were made available to alcoholism 
counselors to enhance understanding of issues relative to the aging process. 

In the prqaratory stages of the project, consciousness raising in the 
conraunity was effected by the training of managers of hi^-rise apartments for 
the elderly regarding the scope of the problem of substance abuse among the 
aged. In pr^aring for this training, collaboration was successfully effected 
Ijwolving health care planners from the offices of aglr.g and drug and alcohol 
abuse, drug and alcohol clinicians frcm a private agency, social workers from 
a county-funded program for the elderly, and the managers of apartments 
housing the elderly. 

^ present era of ever-constricting budgets for most publicly 
funded human service programs, the need for closer coordination among existing 
s^oes seems iaperaUve in the interest of maximizing the resouro^ of 
estab lished agencies. In the process of coordination, a good deal of both 
ocnaamication and cross training has resulted, so that the financial and 
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personnel resouixjes of both networks have proven to be ocKpleanentary, 



Despite its inodest beginnings, the project desnonstrates that suc±i 
prograne are readily replicable on a larger scale with existing resources. 
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CJoatesville, PA 

Introduction 

The role of preceptor has maixy challenges within a hecilth care setting. 
Providing positive cliiiical e>5)erienoes for aspiring professionals \*io ccroe 
frcm an academic prograiri, in the midst of the rcwtine demands placed vipon a 
practitioner v*io works within a inultidisciplinary health care setting, can 
often create tensions. It is particularly challenging for those in a 
geriatric setting with the raultiple health care problems frequently associated 
with care of older adults. 

Dealing with the health care needs of the rapidly rising elderly 
population requires the services of many professionals. This is even itiore 
critical in an age of specialization, increased scientific technology, 
expanding life spans, and a proliferation of new health care professionals all 
seeking to provide health care services for the older adult. The preo^jtor 
who seeks to develop loeaningful learning e)5)erienoes in such a clinical 
setting most find a way to bedanoe all these ongoing demands vMle offering 
creative and positive learning opportunities for the prec^jtee. Collaborating 
with other disciplines regarding the health needs of geriatric patients can 
provide sudi opportunity. 

This Tpaper wDl discuss the challenges of tiic preceptor role in a VA 
Medical Center geriatric setting in Coatesville, Pennsylvania, as seen from 
the varied per^ectives of faculty team mentoers in an innovative 
Interdisciplinary Team Training in Geriatrics (ITTG) program. It was designed 
by the VA to add r ess the needs of a growing aging veteran pcpulation, but can 
be adapted to teams in a number of health care settings. The ITTG program is 
intended to help the preo^jtor develop increased collaborative skills in an 
interdisciplinary team while inparting those same skills as a role itodel for 
the preoeptee within each of the core disciplines represented on a geriatric 
health care team. 

The ITTG program provides several features designed to attract hi^- 
caliber professionals to act as preceptors in a clinical setting for the older 
adult. Since this added re^)onsibility can produce role strains from time and 
energy deaooands, as well as occpeting administrative pressures, it is important 
to create a supportive educational pr ogr am that will be able to maximize 
learning and enccurage professional growth for both preoq^tor and preceptee. 
VA funding scurces make this possible, with the esiphasis on designating 
specific allocations for tredning stipends in specified educational programs 
for those pursuing a career in healtli care of the elderly. Clinicians of 
professional excellence and teaching competency within their respective 
disciplines, , in the field of geriatrics and gerontology, are encouraged to 
participate as prec^tors. 
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One of the ways in v*iich the ITTS program sc^^ports the preceptor, v*io 
seeks to provide a meaningful learning environment for the preoeptee, is by 
developing a collaborative didactic conponent for XTTG trainees v*io rotate 
thrcxK^ the program throu^ the acadeodc year. Not only do a variety of 
disciplines learn about one another's profession, and its contribution to the 
health care team for the older adult, but preo^rtx>rs have an opportunity to 
share their CMti professional training and e}9)erlences in the iix^:errelated 
fields of health care and aging issues, geriatrics, and gerontology. This 
joint effort of participating in a regular teaching q^e for XTTS allc^ 
staff and students ediloa to receive an enriched educational opportunity, 
shared with the various disciplines that participate in the program. 

Interdisciplinary developonent is prdnoted through the eqaplication of 
small grcxp training Interaction techniques; e9Q({iiasizijig ccnDmanlcatlon skills, 
problem solving, decision making, and conflict management. Ey providing a 
model of an interdisciplinary collaborative atmosphere within grocp session, 
team rsessber preceptors e}qperlence the dynamics of group process and their 
individual reactions when working in a groiqp session. There are feedback 
opportunities within the grxxp, throu^ the use of vidpotape reviewing, and 
supportive analysis with the assistance of a groip leader. Ihese techniques 
are based on princj^les fnrihPddPri in the literature £rcm group c^namlcs, 
s^jesDB and ccsnunicatdon theory, social psychology, and social learning 
theory. Professional grc^rth in self-awareness and interactions with other 
disciplines are erihanoed in a posltdve groip experience, with cpportunities 
available for developing leadership skills to be spplled in patient care t:eam 
meetings. 

Benefits to be gained trani these experiential training workshops are 
threefold. Biey consist of: (1) helping preceptors develop greater skills in 
carrying out their cwn professional roles on the team more effectively; (2) 
preceptors demonstrating greater understanding and mutual respect for other 
disciplines with vhom they imist collaborate \*en striving for tcp-quality 
patient care of the older adult; (3) preo^rt:ors offering positive role models 
for their respective preo^)tees to learn fern vhile working throuc^ patient 
care issues within an interdisciplinary team milieu. 

XTTG training stipends enable the preceptor to recruit new prec^jtees to 
geriatric settings more successfully. For exaitple, it beooroes far itore 
influentied for a gero-psychologlst to advocate for psychology intern 
participation on a geriatric ward vhen funding stipulations are cited as 
grcunds for requiring placement on a geriatric ward. This r^juirement is 
intended to give primary focus on the special needs of aging veterans. Often, 
what begins as reluctant participation transforms into enthusiastic learning 
v4ien an interdisciplinary team training in gerlatxlcs rotation is experienced 
directly. The ccmbination of didactic, experiential, and clinical practice 
ccBiponents provides benefits to both prec^>tor and preoeptee. Ultimately, the 
quality of care for the older adult patient is the major beneficiary of this 
integrated approach to learning; offering resources such as funds for 
consultants, tredning materials, and travel to professional conferences to 
present collaborative projects as exenpllfled by this paper. 

Administrative goals are not necessarily congruent with clinicians' 
goals. Hence, the ITIG progr a m also supports faculty staff members v*io need 
to advocate for their teaching roles. When learning goals need to be ipheld. 



^,J^JS?2L^® °^ ^ coordinator is used to empower the preceptor by 
pro^^iJig structure regarding management's demands on the preceptor's and 
^eojjtee's time, imi cooperation and sap^xirt from top-level administrative 
staffis necessary in order to assure adequate management svmport for the TTIG 
^ograo^ Bjese costive efforts help tc foster optimum leamii^ for those 
Eoeo^rtees who are being prepared for careei^s in health care for thi older 

Ihe remainder of this pe^jer is devotad to contributions by iriG 
geo^rs who vdll share their own perspectives regarding the program and 
their roles in educating new candidates to their respective disciplines. 

Ihe Psychologist Preceptor 

ow preceptors serve as role models cannot be over-emphasized. 

oL^lS?^, ^ laportant that preceptors er^ge in collaborative efforts. 
2f f^foe^JJl^exanple of this at CWVMC is a preplacement grom co-led by a 
psychologist, head nurse, and a social work student. This group danonstiates 

f^^L ^JS^'f^'^ different disciplines can collaborate on 

11^^;. ^ iaportantly it demonstrates that in interdisciplinary 
to^ an disciplines feel a sense of responsibility for all facets of pati^t 
rare. For exanple, placement whidi from a traditional point of view vroSd 
only be of oonoon to social WDric, now is also a conoem of other disciplines, 
in casepQ^logy and nursing, and a legitimate area for e«)anding 
e«OTts. Rarth^more, the group demonstrates interdisciplinary te^ 
ftm(±ionijig. After each session, the dynamics of the grop are discussed and 
^pj^'^ues are tau^t by staff of one discipline toltudents of anothS 

^i^^fS^^f?^ precQjtor, as role model, visibly contributes to 

^J?=^?^iP^^^^^'*i«^andtrainir4. Ihi4 includes readSy^ 
'^^^^y.^r^ S the Jldactic .ru 4erientiS^t^^SS^ 
SSSS 2?f.?^L?^2f"^*.?^°^P^- ^ power of this role modelir^ is 
S^f'Sjfi-r^ ?Sf fSf^^"?."* New students often ccmment on 

^ V*^ Interdisciplinary team is frcm other teams th^ have 
SSSSf ^^j;?? volunteers for assignments during team 

S^^JhS!*^^^??^ "^^^ exo^cn, the students themselves develop this 
attitude of willingness to volunteer or perform team duties before their 
rotation is over. 

5 addition to modeling interdisciplinary collaborative efforts, 

preo^tOTB also enoourage their students to collaborate with students of other 

SSSi^S ^52? TO this end, we use groi^ ther^ and other 

projects to be jointly undertaken by students ftcm a combinatiorTof 
disciplines. 

^ ^^1?^ ^JF^^ at CVaMC that these joint student projects 
woricjrell. Periiaps their success is in part due to the lade of 
o^)etitiveness whicJi graduate students often feel toward graduate students of 
tteir own discipline. Ihese feelings do not appear in evidence in our 
interdisciplinary student projects. 

A major challenge to preoqjtors in our interdisciplinary geriatric 
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prograan is that of providing students with knowledge and expertise in both 
geriatrics and interdisciplinary team training, Ihe success of this endeavor 
begins with a good orientation for students to these areas. For exaitple, 
p^diology students mey be coDiing to this geriatric team training rotation 
f rem a rotation on substance abuse or post-traunatic stress syndrome programs 
\diich have very active groip therc^ sessions. To then be faced with a gracp 
of geriatric patients }Aio nay be \dthdrawn and may not even be able to 
assCTble itself without the physical I^p of the therapist is a very new 
e}q)erience. Reorientaticn of the student to the skills and attitudes 
pertinent to a geriatric group may be acocaplished by the skillful manner in 
which the therapist actually assesnbles the group. This specific abroach to 
the needs of the elderly helps the student to expend energy in the task of 
learning to work with groi^ without beocndng frustrated in the pnx:ess. 

Similarly^ successful orientation to functioning within a team is also 
helpful in maximizing the student's ccnsnitment to learning and allying team 
concepts. An orientation that we have found helpful is one which involves 
students learning about themselves. We accatplish this by administering the 
l^ers-Briggs Type Inventory to the students, ihe results are used to indicate 
\diat the students* strengths are as team leaders and team members as well as 
^Aiat skills scmeone else mic^t need to bring to a team. Following such an 
orientation, students appear more open and interested in the variety and 
conplexity of team (^namics. 

One aspect that needs to be addressed for future stu:^ is the potential 
for stress factors that could affect the preceptor role model. This pertains 
to the experience of being a preceptor in an interdisciplinary group with the 
possibility of conflicting priorities that surface at times. Every position 
within an organizational setting has the potential for stress originating from 
differences in priorities of msuiagement versus the individual clinician's 
priorities as a professional. 

Serving on an interdisciplinary team adds a third dimension to this 
stress: namely, the priorities of the interdisciplinary team which may be 
different from both an individual's or management's priorities. The more 
identified a professional is with an interdisciplinary team, the more the 
team's priorities will be of influence. Ihe potential for stress could be 
even greater if the team's priorities differ from the individual's priorities 
or management's priorities. However, one of the strengths of a well- 
ftmctioning interdisciplinary team model is that the team recognizes and deals 
with the team issues vAien perceived as stress. Hence, althou^ being a 
prec^stor in an interdisciplinary progr am may engender problems such as 
stress, it also provides a medianism for addressing the problem. For exairple, 
with respect to the above-mentioned problem of stress, we at CVAMC, with one 
of our consultants, are actively stocking the perceived differences in 
priorities of team members, the interdisciplinary team, management objectives, 
and the stress which they engender. 

The Social Worker Preceptor 

Ihe graduate-level field placement ejqDerience has traditionally been 
viewed as essential for educating practitioners in applying knowledge, values, 
and skills in a clinical setting. Clinical learning occurs even thou^ some 
areas of tension are found in efforts to satisfy school and agency needs. 
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students have benefited flxti this field training tradition because serious 
effort has been nade ty preceptors to bridge the worlds of academic discipline 
on the one hand with practical agency needs and demands on the other. In the 
case of providing multiple services for older patients, this cooperative 
spirit is extended to working with several other disciplines within a 
geriatric setting. 

Schools of social work synibolize the science of social work education; 
field placement agencies synibolize the art of helping and nurturing persons in 
need. Highly structured educational systems focus learning on the science of 
offering assistance, \*ule social and health care agencies focus their 
training on the art of helping, nurturing, and therapeutic relationships. 
CJcoibining educational standards with the application of clinical skills is 
especially valuable for those practitioners working in a geriatric settii^. 

The precegtar of htg trainees uses this balance, including skilled 
offerings of guidance and learning within an interdisciplinary model. Ohat 
IS, the science and art of the social work profession are to be learned in 
interdisciplinary team work and include values greater than those identified 
by the separate disciplines within the team. Accordingly, the role of the 
preceptor is crucial. The preceptor helps the social work student learn 
social work values. Additionally, the preo^r must be able to help the 
^^nt learn what social work means in the context of an interdisciplinary 

This kind of teaching and learning is no small task. Social work 
students ocne to this e>?)erienoe usually hi^y motivated to help older 
p^sons. However, their approach to learning is typically couched in a set of 
nyths Jout aging and aged persons. Most schools of social work do address 
the matter of myths about the elderly in our society, but the discoveries 
vM^ social work students make occur most often in the agency or health care 
setting. It is at this juncture that the role of the ITIG preceptor beocraes 
so CTltical. nie preo^r, as one member of the treatment team, helps the 
student move frcm myth to reality in his or her clinical work with older 
persons in need. 

Ftothermore, the social work preceptor must recognize that the myths 
about the aged and aging center around scraething more than siitply the data and 
facts of older adult life. Myths also center around the helping prtacess 
It^Lf . Social work students firequently cane to the agency with a strong will 
to help. Biis will to help is welccmed. However, the prec^r must also 
help the student recognize myths of help-giving in isolation from helpers in 
other disciplines. The student often sees the helping relationship as 
strictly one to ones narrow and focused in a one-way flow of energy fron 
helper to client. Ihe role of the preceptor aids the student to emerienoe 
helping in the context of Interdiscipliniay work. Growth on the student's 
part takes place best viien the social work preceptor knows clearly his part in 
the tean. Ihe student will learn more effectively when the preceptor is quite 
dear about the larger vftiole of the team. 

Another myth about helping to \itdch social work students seem especially 
prone is the idea that helplncr is equal to controlling . This is particularly 
true when extending help to older persons in need. There is an Impression 
that the helper is the strong, controlling person, vdiile the older adult 
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client is frail and must be dooinated, directed, and controlled. Ihe reality 
is that the professional helper recognizes that the helping process is itore 
subtle and profcwnd than siitply control and domination. The helping prcx:ess 
includes choice, relationship, and mutuality, it is this reality about 
helping that the preceptor shares with the student in the context of 
interdisciplinary team collaboration. 

Ultionately, inyths about the older adult and aging, individualistic 
helping and control or domination, will give way to fuller realities as the 
preceptor in social work shares the larger picture with the student. Ihe 
student relates to a larger picture of the team context within viiich ITIG 
meooabers work. It is not sinoply the two-tlmes-per-week, 9:00 to 11:00 a.m. 
meeting attended regularly. It is also the milieu of the unit, the informal 
ties we experience with other team members and disciplines, and the social and 
human oonmdtments experienced within the agency setting where we work. Ihe 
preceptor of social work stuSents must see and knew this larger reality ai^ be 
able to share this larger \Aiole with the learning student. 

Ihe Occupational Therapist Preceptor 

Supervised clinical experience is vital in ooci:?>ational therapy. The 
clinical prec^jtor can provide learning opportunities for developing skills, 
establishing areas of strengths and weaknesses, and providing proper setting 
for testing these skills. 

Academicians expect that clinicians will focus on data gathering from 
observation, as well as evalixation, inplementation of treatment planning and 
communication skills in treatment settings. Daily performance in these areas 
is essential. J^ropriate assessments in treatment planning and the follow- 
thrcw^ of treatment and readjustment goals must be documented accurately. 
Observations by the clinician preceptor are necessary to determine the 
student^s capacity, clarify learning, maximize the student^s functioning, and 
assure successful patient outcomes in treatment. Such preparation allows the 
student to develop into a skilled clinician. A geriatric setting often has 
difficulty attractir^ students. Prestige is traditionally low, practitioners 
usually receive less salary and resources than in acute rehabilitation, and, 
in many settings, rehabilitation of the elderly has not even been considered. 
These problems are compounded v*ien the disabled elderly are dependent yjpon 
institutions or family care-givere for total care. With the influence of WGs 
(Diagnostic Pelated Qxxps) , the elderly patient is often seen only briefly in 
rehabilitation and then discharged with little follow-ip care. Finally, 
treatment of the elderly in rehabilitation is even more conplex with 
Involvement of multiple diagnoses. 

Althou^ considered costly, rehabilitation can result in improved self- 
care and mobility, thus resulting in more independent functioning for the 
geriatric patient v*io gains satisfaction in controlling his or her 
environment. The preo^>tor models these basic skills in observation and 
ooramunication, providing a positive learning experience within the geriatric 
setting. 

An interdisciplinary approach is nc^ere more vital than in workii^ with 
the elderly. Th^ are more likely to e^q^erienoe multiple disabling conditions 
and combinations of acute and cdironic conditions \Aiich coatplicate return to 
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premorbid functioning. Synptoros vary. Qiai^es in sensation and perception 
cause synptans to be perceived differently. Environmental changes can be 
confusing or even life-threatening. A grot?) of experts who can oominunicate 
abcut evalxaation, treatment, and prognosis ir\ an interdisciplinary content 
assumes quality care for the patient. 

m dealing with aany other disciplines, it is possible to learn about 
approaches to evaluation and treatraent systems, beyond one's individual 
fining and ©^jerienoe. Ihe ITIG program encourages awareness of values and 
strengths a patient may possess, not a^jparent to one's own philosophy or 
training. Hie GEU (Geriatric Evaluation Uhit) at Ooatesville Medical Center 
offers many opportunities for grcwth in functioning provided through didactic 
and ejq)eriential presentations. Uiis interdisciplinar/ program foruses imon 
approving clinical knowledge of the elderly, as well as focusing on personal 
and group development skills. Hhe interdisciplinary team development process 
fooB^upon team building and support. It also promotes ccnonunication for 
Jjtplementing institutional and treatment goals, while improving personal 
satisfection for team members. Team analysis allows opportunity for increased 
insight into personal style and tediniques that can enhance goal 
aoOTiplishment. Changes in team functioning have been possible throurfi this 
mechanism. Team leadership, management, and si^jport are perceived and 
presented as shared functions, throuc^i informal and formal mechanisms. 

Bie role of the prcoeptor has a powerful influence vpon a student's 
growth and development. It is possible thnx^ realistic but enthusiastic use 
of self to convey rehabilitation potential in a geriatric settim. To model 
professional behaviors through the c^lication of educational principles is 
the norm. Extending beyond this to share one's own values and beliefs 
P^^*^®?*? ethical ocnplications. Hbwever, a touch of missionary zeal for 
geriatrics is essential. 

Strategies to enhance a student's perception of the value of a geriatric 
setting are numerous. Demonstrating that the care of the elderly is vital, 
<%^namic, and rewarding through personal example is inportant. Presenting 
eoanpl^ of Increased knowledge by observing the adaptation of elderly 
individuals to chronic and acute disabilily provides role models that a 
stajdent can relate to. Observing the variable presentation of disease and 
^TOrtxos in the elderly increases depth of knowledge about disease. 
Ife^cation effects and side effects are often idiosyncratic. Treatment 
tedmiques vary little, but skilled observation is needed to permit maximum 
performance in the elderly. This skill is vital to practice. If one sees the 
long-term effects of both ada^jtive and malade^ve behaviors, one can be mmre 
effective in dealing with the elderly individual to effect char^. 
Demonstrating the value of adaptation to realily is clearly seen in those 
patients v*io have aoo^Jted and learned to live with loss of functicai. 

Describing and underlining the positive aspects of geriatrics treatment 
in interdisciplinary setting exposes students to change of attitude. The 
responsibilily of a preceptor is to share Information and guide student growth 
thrcu^ structured e>5)erienoes. A student requires close suparvision with 
cpportunily for preceptor observation and feedback. This monitoring allows 
basic knowledge and personal strength areas to be clarified and challenged as 
needed. Attitudes can be effected through modeling and education, such as 
those presented in IITG presentations. Follow-up in observation of student 
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skills allows the preo^jtor to si^iport the learning process. 



Providing example by the use of positive attitudes is vital, especially 
in a challenging geriatric situation. Ihe preceptor models by encouraging the 
patient's aoo^jtanoe of loss; to perceive loss as less overvAielitiing. This 
effOTt results in a greater response by the patient rather than the typical 
inactivity or dependency that often follows. Modeling problem-perceiving 
behaviors is pertia^ more inportant. A positive mental attitude in which the 
glass is perceived as half-full, not half-enpty, prcnotes positive motivation. 
The judiciojs use of a Pollyanna attitude is also very effective. This allows 
one to look at others' strmgths and potentials; providing si?5)ort of positive 
behaviors. To view long-term goals as a series of acihievable smaller steps 
permits the achievement of overvAielming tasks. 

Positive attitudes and si^jportive relationships can foster charge, vSiere 
change, technically, might be ijtpossible. Problems are perceived as a series 
of accessible challenges. 

Ihe following occtpational thereby case is an exeraple of hew effectively 
an Interdisciplinary model works in a geriatric settixig: Mr. T. came to our 
facility v*ien he vas 74 years old, after a long stay in the nursing home. His 
multiple diagnosis included occipital infarct resulting in blindness and 
severe arterial disease. His synptoms included being fixed in a fetal 
position, vdth confusion and an inability to conanunicate. A student named 
Terry, v*io was assigned to him, felt overvdielmed by his e^jpearance and his 
inability to do anything for himself. When encouraged by her preceptor to 
begin a functional assessment, she was able to identify irrproving his position 
as a primary goal. Terry worked with Ehysical Therapy in dealing with his 
contractures. She was then free to address his lack of comniunication and 
confusion. These collaborative efforts continued v*ien other team members 
allowed her to work on sirtple tasks with him. 

As a result of this team effort, he was eventually able to sit in a chair 
and eat with a modified spoon. The result for Terry was as rewarxiing and 
professionally fulfilling as it also was for her preceptor. The positive 
feelings generated by this &cperience served to fuel her interest to continue 
working as part of a team in a geriatric setting. 

At Coatesville VA Medical Center in the Nursing Hone Cax^ Unit, the 
graduate student nurse experiences the nurse practitioner role and the nurse 
ad m i n istrator role in the area of gerontology. The latter is discussed first. 

The Nurse Administrator Preceptor . The nurse administrator, as a 
prec^jtor, demonstrates a diversified role in both clinical and administrative 
areas. In this position, the nurse keeps abreast of the current clinical 
status of the patients in the unit and coordinates administrative duties to 
prcroote effective management. The graduate nursing student is able to have a 
shared learning experience vftiereby the Certified Registered Nurse Practitioner 
(CRNP) and the Certified Nurse Administrator work in the same unit. One can 
see hew specialized nursing areas overlap and v*iy effective ccsrammication 
mechanisms are necessary. 

The student nurse is brtxi^t into Treatment Team iteetings and 
participates as an active member. Irput frerr. the student is expected, 
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stud^ are not cxjnsidered observers. Because the Nursing Home Care Unit is 
a funded site for Interdisciplinary Team Traini«f in Geriatrics, the student 
also receives education in gerontology and is expected to present a proiect 
that has been studied during the assignment of CVAMC. 

Bie preceptor for the nursing administration eiqjerience ej?»ses the 
sfajdart to the need for excellent oanraunication skills with all services. Ihe 
student learns that although a work plan may be planned well in advance, it 
aust also be flexible to acccnnodate unscheduled meetings, patient, family, or 
enplqyee problems that emerge. If interruptions are too frequent, the 
administrator must correct this or work beocroes noiproductive. ihe student 
sees the results of an open-door policy more effectively. 

Bie nurse administrator also coordinates treatment team meetings. Ihe 
students as members of the team learn to use ccniraunication techniques in riTC 
classes such as conflict resolution. A team meeting may include the following 
disciplines: nursing, medicine, rehabilitative medicine, corrective therapy, 
occupational therapy, music ther^, dietary, and recreation. The student is 
^e to see the effects of weak and strong leaders as grot?) leadership is 
rotated. When the gra?) includes other services, team meetii^ became more 
challenging. 

. Ihe NUrse Practitioner Precpp trr. NUrsii^ recognizes the importance of 
keying pace with advances in technology and the r^id changes taking place in 
rSr^lf ^'^F^ ^Ihese changes demand that we cone together with an 

Interdisciplinary perspective with an understandii^ and respect for each 
other's purpose and contribution. 

3 5?^ ^® involved in riTG, using multifaceted training as an 
int^disciplin^ focus. Trainii^ involves the develppnent of care teams of 
practitioners with in-d^ understanding of gerontology (the study of the 
n^al ^ocess of aging) and geriatrics (the understandii^ of the special 
needs and care of the aged). Ihese special areas in nursing practice are 
beccndng more critical in today's era of specialization. 

3^.^ members use their skills to develop a finely tuned 
interdisciplinary team. Ihis team effort involves understanding of self and 
otii^. Rjnding includes monies not only for training and developing 
int^oU^linary teams lut resources that encourage and si^^xjrt pertinent 
^^^'^rSStSSrs^f ^"^^^ ^^-^-----^ed^develppi^ne. 

A nurse practitioner preceptor can provide a solid foundation in the 
growing ^rareness of nursing's contribution to health care. Some functions 
may only be performed by one profession but there is still need for 
ooop^atiyB efforts. It is part of nursing's responsibility to manage acute 
and chronic diseases with standards for practice and expecbed outcomes in 
collaboration with other prec^>tors. 

narthermore, those who supervise and manage nursii^'s function and scope 
of practice nust also learn about this profession and of its Branding roles 
on the healtti care field. Often those in management positions have never 
interacted with nurses in these newer, e>q>anded roles. Successful interaction 
between management and the practitioner is crucial. 
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students are generally seasoned practitioners in the field of nursing. 
Ihey oGne frm varied areas of expextise, sudi as acute care areas, 
administration, and education e}qperienoes. Yet, they arrive as students and 
inust acclimate to a new learning envrironment. 

In addition, they are presented with didactics in gerontology and 
geriatrics. With this occpridiensive foundation they are then introduced to 
interdisciplinary team functioning. Classes and workshops are presented to 
help them understand the advantages of interdisciplinary team fuiKtioning. 
Various modalities such as vidpotaping, role playing, eond presentations are 
used. 

Familiarizing students with the environment and helping them to became 
ccmfortable with their newly learned assessment skills is i^rtant. Of more 
ijnportanoe is how the preceptor performs when interacting with others, in 
resolving conflicts. MucJi of this is not taught, but lean«i thrcw^ the 
process of observing and e}5)eriencing. Students have an opportunity to attend 
team meetings, planning sessions, and ccxnmittees. They take an active role 
and are encouraged to participate as any other menter on the team. 

Pollcwing team meetings, nursing students have an opportunity to discuss 
issues with their precq>tor that they have learned frcn a team e}q)erience. 
The classroom setting also provides opportunity td discuss and resolve 
prctoleans or special concerns they e)5)erienoe as members of a team. Preceptors 
themselves are familiar with training sessions as they have taken part in the 
same training. They also present programs for students and other team members 
conceming their area of esq^ertise. 

It is easy to see that being a preceptor is a wei^ty responsibility, but 
is also a very rewarding one. To see even seasoned nursing practitioners ooirte 
into our facility overv*ialmed by the vast learning e35)erienoe they may have 
\:indertaken, but leave confident in the knowledge base th^ have developed, is 
most satisfying. 

Conclusion 

In summary, the older adult patient requires the multiple skills 
available in today's health care field. Because of the conplexity of health 
problems associated with the elderly, it is essential that greater opportunity 
for collaboration be made available to those professions v*io treat the older 
adult. The responsibilities for the prec^jtor can be enhanced when involving 
other disciplines in the preceptee's educational esqjeriences. Under such 
conditions, the preceptor is able to provide a more positive role model for 
optimum learning to take place. 

If the multiple services for the aging are seen to exist on a continuum 
of care, then it is essential that the interdisciplinary model of a primary 
health care team is eatnphasized. With shrinking costs, there is greater need 
for collaborative work in the fields of geriatrics and gerontology. No single 
discipline can effectively manage to provide for the total care of an aging 
patient. With a holistic approach to quality health care, those multiple 
disciplines v*io interact together in the area of the older adult must learn to 
collaborate more successfully in order to assure continuity of care. A 
facilitating interdisciplinary team model, sudi as the ITIG, assures that 
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pTBoeptors will be eJDle to receive the support and resources needed to aid in 
the developroent of new practitioners entering the field of health care for the 
older adult. 
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WEEIOX INTEE©ISCniJ2®RY PATIENr CftRE ROUNDS 

Nancy R. Wdggauser, R.N., M.S, 
LaGrange HonQrlal Hospital 
laGrsmge, Illinois 

The Problem 

LaGrange Meaax>rial is a 276-*ed ooratunity hospital. Fran 1976 to 1986, it 
was noted that there was a steac^ increase of patients over the age of 65. In 
addition, patients over 75 years old made vp 54% of the over-65-year-old 
grojp. Since this older population presented with multiple diseases, an 
increasing nustoer of elderly patients with ccnplex discharge planning needs 
was identified. Ihese ccnplex needs demanded interdisciplinary coordination 
to pronote timely discharge planning. NUrsing faced the dssue of evaluating 
each patient and redesigning the theraqpy aocordingly, so that timely and 
efficient discharge could occur. lb achieve success, individualized patient 
care da n anded coordination and excellent canmunication. Time was of the 
essence. !Ihe process needed to begin immediately and it needed to continue 
thrtxighout the patient's stay. 

Establishment of Intfiriisciplinary Rounds 

Uie Continuity of Care Coordinator and the Gerontology clinical Nurse 
Specialist collaborated on the establishment of weekly interdisciplinary 
patient care rounds to address discharge planning issues. The goals of rounds 
were to erih;mca quality patient care by: (1) providing a mechanism for early 
identification of patient problems, (2) facilitating the discharge planning 
process, (3) prorooiting interdisciplinaiy communication and teamwork, (4) 
promo t ing effective utilization of the professionals' time, (5) identifying 
needed patient care conferences, and (6) facilitating oowplianoe with fiscal 
regulation. This conc^ was presented to Nursing Management and accepted in 
February 1984. 

Rounds were initially established on one tmit for a trial period of one 
month. Ihe first members of the team included the Gerontology Clinical Nurse 
Specialist, Nursing Staff, Dietitians, Social Workers, Continui^ of Care 
Coordinator, and Physical Therapist. A format was established so that Nursing 
waild present the information with a focus on the patient •s discharge planning 
need. All patients on the imit were discussed during rounds, vftiich took place 
on the unit and lasted for approximately thirty to forty-five minutes. 

After refinement of the process during the trial period, other 
Medical/Surgical units were added in a planned progression, one month apart. 
Prior to rounds implementation, unit managers and nursing staff were 
inserviced on the goals and format. Ihe second unit began interdisciplinary 
patient care rounds with tv^ additional team members: an Oco^tional 
Therapist and a Chapledn. Within five months, all five Medicsd/Surgical units 
had begun rounds. Ihe ERG Physician Advisor and Iliarmacist joined the 
interdisciplinary team during December of 1984. On the average, eleven team 
members caisistaitly attend rounds: (1) Continuity of Care Coordinator, (2) 
Chaplain, (3) Gerontology clinical Nurse Specialist, (4) Dietitian, (5) DRG 
Hiysician Advisor/ Utilization Review Representative, (6) Unit Staff Nurse, 
(7) Occipational Therapist, (8) Patient Educator, (9) Eharmacist, 
(10) Physical Therapist, and (11) Social Worker. Other members of the 
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interdiscipliiary team in a consultant capacity are: (1) Cancer Si^jport Oteam 
maaijers, (2) Enterstonal Therapist, (3) Nutritional Si^port Tteam nieniber, (4) 
Patient Representative, (5) Respiratory Ihers^ist, and (6) Speech '.therapist. 

fihanf^aTT^■^7a♦^^nr> 

After the process had beocne operational on all of the units, several 
issues surfaced. The presentation of information lacked consistency, 
indiv idual roles needed definition, goals needed clarification, and team 
ocoinunicaticn n eeded in|)rovement. A task force consisting of Nursing and 
three other disciplines was utilized to standardize the prxx^ss and redefine 
roles and goals. A survey was generated to all team meaiibers and unit staff to 
elicit feedback. 

Oonsistencv of Information, ihe survey resulted in a standaniization of 
information conveyed during rcunds. It was agreed that either the staff nurse 
or the clinical coordinator would introduce the patient information. 
Routinely, the information would inclxjde name, rocm number, age, diagnosis, 
I*ysician, and any other information deemed pertj»it. It was further agreed 
that a patient care conference would be scheduled at another time for any 
ccnplex issues identified. 

^Xes. An information booklet was developed by the interdisciplinary 
team mesmbers to provide the Medi c al and Nursing Staff with a summary of their 
ocntritution to discharge planning. The booklet included information about 
services provided, as well as about how those services cculd be initiated. 

Goais. Ihe survey, oarpleted by the interdisciplinary team members, 
ranked the jwrpose of rounds in the following order: 

(1) patient care, (2) inpatient care planning, (3) patient discharge planning, 

(4) identification of educational needs of the patient, 

(5) interdisciplinary plan of care, (6) ocnpliance with fiscal regulation, and 
(7) ixSentification of patient care conferences. 

Oonramicatjon. a reporting form was developed to track refenr^s and 
prcjblens identified. Ihis rqxarting form was siteequently used on each unit 
during the weekly rcwnds. Bie Interdisciplinary Rounds Documentation Sheet 
included the patient name, rocm nuntoer, age, pi^ician, diagnosis, identified 
problem, service referred to, and service referred by. Problems, caVagories, 
and services were coded to facilitate documentation. The task force 
designated the Gerontology Clinical Nurse Specialist and the Continjiity of 
Care Coordinator as being resfponsible for recording patient prx±>leins discui^ed 
and referrals made. 

Oorammicaticn ifwiies also esdsted regarding team referrals of identified 
patient problems. Bie task force suroested that more team ij^jut during rounds 
would enhance ccnuunication and the discharge planning process. For instance, 
each team meaner would be ejqjected to difvaiiss patient information pertinent to 
the services that they were providing. Social Service and continuity of Care 
would be responsible to document the discharge plan on the nursing Kardex. 

Results 




Bie effectiveness of interdisciplinary rounds was evaluated for a five- 
month period in 1985. curing that time, rcunds on each unit for one week of 
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each month were reviewed—a total of 24. Utilizing the rourris documentation 
form, the following areas were examined: (1) the nuntoer of patients 
discussed, (2) the nunber of patients referred, and to vMdi service, (3) the 
services Initiating the referrals and the nunber of referrals hy service, and 
(4) classificaticn of the patient by age, diagnosis, and prcblem type. 
Findings indicated that itultiple pzciblegs were identified for many patients 
and that nultiple services were also li3oely to be involved. Durii^ the 
sample, 658 patients were discussed, with 273 new patient problems identified. 
Problem identification most frequently involved patients over 75 years of age 
(51 percent) , follcwed by patients 65 to 74 years of age (22 percent) , and 
patients 45 to 64 years of age (20 percent) . Only 7 percent of the problems 
identified involved pati&rts under 44 years of age. In descending order of 
occurrence, the most prevalent patient diagnoses were orthcpedic, cardiac, 
oerd)ral/va& 'aar, neurological, and cancer related. Home-care issues were 
most frequently identified. These problems included, for example, an 
evaluation of the need for nursing care in the heme, meals-on-wheels, and hcnte 
physical ther?^. Bnotional/spiritual problems ranked next in frequency, aixi 
involved referrals to the ciu^lain. Problems related to extended care 
facilities were the third most frequently identified, and involved evaluation 
of the patient for placeflaent in an extended care facility. Fourth were 
problems related to patient/family support. InclxxJed in this category were 
such issues as assisting the patient/family to adjust to the hospitalization, 
pefychological si?3port, and preparing for post-discharge. Ihe team meanber most 
frequently involved in the referral was the (Continuity of Care CJoordinator 
followed by the social worker, and the chaplain. 

An additional assessment was done, examining length of stay by patients 
65 years and older, among selected ORG categories. Length of stay during 1985 
was ccnpared with pre-rounds length of stay during 1983. Recognizing that 
tliere are many variables affecting length of stay, the stucfy has demonstrated 
a decrease in the length of stay epecif ic diagnosis subsequent to the 
Initiation of the interdisciplinary patient care rounds. Specifically, a 
decaxase of three days for cerebral/vascular, neurological diseases, a 
decrease of over two days for cardiac diagnosis, a decrease in the length of 
stay of over two-and-a-half days for Gl/abdcminal problems was noted. Cancer 
was the only diagnosis viiere length of stay increased. 

OcMiclusion 

A consistent participation of the disciplines in dadly rounds speaks for 
itself. Team meanbers are canmitted to the process and their feedbacQc has been 
positive. Patient problems are identified and interdisciplinary cccimunication 
has been enhanced through the consistent opportunity to discuss patients and 
plan care. Effective utilization of time is enhanced by the consistent 
meeting and the timely identification of problems. Rounds have eliminated 
paperwork and coromunication delays for all services involved, particularly for 
the ORG Etii-sician Advisor and the Utilization Reviewer. 

Interdisciplinary rounds are effective in identifying new patient 
problems and serve to initiate needed patient referrals both irqpatient and 
post-discharge needs. In our setting, we believe rounds have also had an 
iirpact on decreasing length of stay, increasing patient/family satisfaction, 
and increasing cohesiveness among the disciplines. 
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INTRDEUCriON 



GERIATRIC TEAM I(ESVCXfSIBILJTi/EFFB^^ 



Eleanor P. Nystran, Hi.D., O.T.R., F.A.O«T.A. 
The Obio State Uhiversity 



Two important issues facing health professionals in the care of the 
elderly are interdisciplinary team function for providing service and the 
ethical and legal situations eraerging in the context of that interdisciplinary 
service delivery. The papers presented in this panel will examine these two 
issues to shed li^t on the theoretical and practice problems encountered in 
geriatric team responsibility and effectiveness. 

The first pe«)er, presented by Dr. Heinemann and Ms. Tsukuda, will lay out 
tht: evidence gleaned from careful examination in iitplementation of the 
interdisciplinary team training program in the Veterans' Administration nTG 
program. They will offer the challenge for itore rigorous scientific 
evaluation of the team arproach in geriatrics. 

Dr. Bissoneau and Ms. Newman will present their stu(^ of a Geriatric 
Evaluation Uhit (GEU) , a recent luodel for interdisciplinary health care 
teairwork for evaluating the older patient. They will analyze the Veterans' 
Administration management structure of the GES3 and the Interdisciplinary Team 
Training program (ITTG) \asing the theoretical perspective of the matrix 
organization. The fit of this management persp^ive to facilitate the 
collaborative relationships of the interdisciplinary team in geriatric^ will 
be e)q>lored. 

The third paper will e)q)lore the legal and ethical responsi-bilities of 
health care professionals in the care of the older patient. Dr. Kapp will 
present the ethical basis of responsibility in terws of the principles of 
patient autonaty, nonmaleficenoe, beneficence, and justice. Farther, he will 
present legal issues of interprofessional cooperation in terms of the general 
standard of due care cwed by care-divers as well as caregivers' obligation of 
nonabandonment. 
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EVAIUmNG THE EFFEXITIVENESS OF GE3CEAIRIC HEAIHH C3\RE TEAMS: 

KEEXAMININ5 THE ISSUES 

Gloria D. Helnemam, Ih.D. 
Buffalo Veterans Administration Medical Center 

Ruth Ann Tsukuda, M.P.H. 
Portland Veterans Administration Medical Center 

Improved efficiency, better management, ccnprdiensive assessment, 
inproved knowledge and skills, ej^anded roles, and positive outocaaes are all 
assunpticns underlying the interdiisciplinary team abroach in geriatrics. 
Interviews with Program Directors of the Veterans Administration's 
Interdisciplinary Team Training in Geriatrics (rPTG) program and team memioers, 
themselves, indicate that geriatric health care teane are effective in a 
variety of ways with regard to organizing and delivering ca].-e and services to 
elderly veterans. On in-patient units viiere the team approach is utilized, 
average length of stay has been reduced markedly. Heme care teams, too, 
report maintenance of very dependent elderly in the ccwmunity without 
detrimental iapact on family caregiverp, in part, because care plcaming has 
been ei^anded to inclxade oonsideration not only for the patients, but also for 
family menabers serving as full-time caregivers. Innovative interventions have 
been developed to meet patients' and families' needs (e.g. , reality 
orientation and reminiscence groups, si?:port graape for caregivers and 
relatives of long-term care residents, bereavement and emotional counseling, 
social visiting volunteers, programs to iaprove learning ability and self- 
esteem among long-term care residents, and cognitive ther^y for depressed 
elderly) . Finally, team roenibers report increased confidence in developing 
care plans for patients and increased respect for the contributions of other 
disciplines with regard to such planning. Pride in and satisfaction with work 
are mentioned, as well, by health professionals v4io serve as team members. 

Geriatric Evaluation TJhits (GEUs) and Geriatric Consultation Services, 
utilizing a team model for delivering care and services, have been evaluated 
in controlled studies; findings indxade decreased length of hospital stay, 
reduced and more a^ropriate use of medications, more ocBoprehensive care, 
identification of new problems and diagnoses among patients, and irrprx3ved 
discharge planning (Rubenstein, Joe -jhson, Wieland, et al., 1984; Rubenstein, 
Wieland, English, et al., 1984; Allen, Becker, MiVey, et al., 1986). 
Else»*iere in the Veterans Administration (VA) system, other geriatric or 
geriatric-related clinical programs rely heavily on the team approach: 
hospital-based home care; recite care; adult day health care; nursing home 
care; and hospice care. Obviously, in this context, the team approach in 
geriatrics is perceived positively. Fran the specific ITIG program sites 
throu^ various levels of the VA's health care system, it is assumed that 
tearawork is a necessary ingredient; in planning and implementing geriatric 
care. 

Advocates of the team approach in geriatrics exist outside, as well as 
within, the VA system. T. Franklin Williams, M.D., Director of the National 
Institutes on Aging, is one such exatrple. He has stated that . . . 

... It is clearly iitpossible for any one professional to address 
adequately the full range of problems olderpatients often present. 



133 



usually at times of crisis—medical or social. Hie rapid appearance 
of inultidisci-^linary geriatric assessroait or consultative clinics 
and services in many settings, staffed with physicians, nurses, and 
social worters, all of whom are directly involved with the WDric-ip 
and planning for the care of the patient and the family, together 
with the regular use of other consultants, all speak to the growing 
recognition of a team e^iproach. To be a "ocnplete geriatrician" 
means to be a team geriatrician (Williams, 1986, p. 348) . 

While observations of geriatric teams, self-reports of team menbers, and 
evaluations of initiatives or specialized units in geriatrics, \*iere teamwork 
iscne ocniMnent, support the feasibility of the team approach, a review of 
current literature shews that rigorous, scientific evaluations of the impact 
of the geriatric health care team, itself, are few and often inconclusive. 
Halstead's statement of ten years ago, unfortunately, is still applicable 
today, "An avalanche of articles and reports has been published vhidi almost 
unanimously endorses tie preposition that team care is desirable, relevant, 
and effective in many areas of health delivery. Yet, the evidence to sc?3part 
these claims is exoeediiqiy slim" (Halstead, 1976, pp. 509-510) . 

An alternative point of view, that health care teams serving geriatric 
may be more nyth than reality (Evers, 1981) and that clinj.cal health 
care teams are "n^ete with problems of authority, coordination, leadership, 
efficiency, and legal responsibility" (Dienst and Byl, 1981, p. 212) , is 
suggested in the literature. Moreover, Rae-Grant and Marcuse (1968) heive 
stated that the shared responsibility and anonymity afforded by teamwork 
results in less responsibiltty taken by and less clinical effectiveness 

that where tearaworic beocroes an 
end in itsel f , ocomitment to the team infringes on ocoimitment to patients; and 
that edxation for teamwork can oonpxBiise a health professional's confidence, 
independence, and ability to function on his or her own. 

Adopting the style used by Spitzer and Roberts (1980) , we raise a number 
of ^lestions related to jOsy these inconsistent viewpoints exist and why there 
is so little ffs^steoatic research and evaluation of the team approach in 
geriatrics, vte address the challenges of such research efforts and encourage 
reseda, focwsing on irputs and process as well as outccroes. Wfe believe that 
a pronature enfobasis cn cutocnes or inpact of the team e^proach in geriatrics 
could result in its xmneoessary demise. 

Oiallenaes in Researc hing Geriatr ^r- TteaH-h rare Tesms 

Researching and evaluating health care teams in geriatrics are not easy 
tasks; the ocnplexities and difficulties associated with them, in part, 
e}q>lain why there are so few reported studies in the literature. Ihe 
djallenges associated with systematic evaluation of teamwork in geriatrics can 
be iden tified in fcwr broad areas: the geriatric population, itself; 
theoretical assunptions regarding our ea^jectations of teams; definition of 
ocnoepts and mBasurement of variables; and research design. 

The GerLatrte p^pl^grt^^ nr^, ihe heterogenous nature of the elderly 
pc|«lation and the numerous and varied health problems and chronic conditions 
afflicting the geriatric subgroup of this population make generalizing of 
research findings from any one study difficult. Should health care teams be 



cxjnoemed vdth the prcbleans of only the flail, side elderly, or should they 
expaand their mission to include prevention among the well elderly? Should 
teams be "generalists" and serve geriatric patients with a wide varietur of 
health problems, or should they focus on patients with a specific disease 
entity (e.g., arthritis teams or Alzheimer's teams)? Should teams be strictly 
geropsychiatric or general medical, or can one team meet both the mental and 
physical health needs of a geriatric patient population? These questions lend 
themselves to future research efforts; their answers will permit more 
realistic ocnparisons between the team approach and more traditional 
e^roaches to care in geriatrics. 

Iheoreticed Assumptions . Too often we assume that the stages of graap 
developaaent from the social psychology of small groqps lit.erature are directly 
applicable in cur attenpts to ijnderstand and evaluate geriatric health care 
teams. According to this framework, groi?)s (or teams in our case) move 
through four stages of maturation: (a) testing and dependency (forming) ; (b) 
conflict (storming) ; (c) cohesion and consensus (nomdng) ; and (d) functional 
role relatedness (performing) (Tuckman, 1965; Tucikman and Jensen, 1977) . In 
evaluating team process and functioning, should we expest teaias to reach or 
maintain themselves in the fourth or perfomlng stage? Is this a realistic 
e)?)ectation given the high turnover of staff among health professionals, the 
proportion of rotating, tenporary team members on tjealth care teams in 
geriatrics (e.g. , student trainees in nursing, social work, psychology, 
medicine, and the health-related professions) , and the barriers to 
interdisciplinary collaboration iaposed on in-patient teams by the larger 
organizational context in vMch they are based? It may be that the natural 
evolution of an in-patient team is toward increased discipline-specific 
identification rather than interdisciplinary performance as suggested by this 
theoretical framework. While this ftamework has been useful in guiding 
observational research on health care teams (Farrell, Heinemann, and Schmitt, 
1986) , too strict an adherence to it could result in our ignoring other new 
research spiproaches and ejqplanations of team dynamics. 

Definition and Mbasurement . Seme of the definition and measurement 
problems in researching health care teams in geriatrics are shared with other 
health care and team researchers; others are specific to teamwork in 
geriatrics. Pcur concepts present challenges in this area— health, quality of 
care, team, and team functioning. First, v*iat is health, ani how does one 
measure it? The definition of this cono^ is scroetiroes so broad that 
measuring it becomes almost impossible; tiiis is especially problematic vftien 
mental health and socieLL adjustment are important factors as they are in 
geriatxics. Should the researcher at±eirpt one global measurement, or should 
different facets of health be measured ird^jewJently? With regard', to the 
geriatric patient, should one count the number of chronic oonditiais, atteitpt 
to measure the severity of illness, or look at changes in functional status 
(physical, mental, and social) over time? 

Quality of care is the second concept that has created definition and 
measurement problems for health care j.-eseardhers. Is quality of care 
something more than satisfaction with care on the part of the patient anc3/or 
the health professionals? Hew does one measure the iirpact of care on 
patient's ^f-esteem, sense of identity, and will to live? How is quality of 
care related to positive health care outccnves among geriatric patients? 
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^v^S^^ii 2®,??"°^ and "teamwork" have no conceptual or 

employed consistently in the literature. 
^^T^A^,^^ ^ * variety of different types of teams-intradisciplinar/. 
aultld^iplinary, interdisciplinary, and transdisciplinary. in scS ^ 
iJrSSS' ^ interdisciplinary, are used interchai^eably; 

i? ^ ^ between them such that the optimcS level 

?i^f^''^^J^'*ff^^P^^i«"^ture. interdisciplinary tSmwork 
SIS^ SS^'"^'°^°!? ^ interd^jendence among health profiionals. 
^Koton, Dodscn, et al. (1980) also note that in interdisciplinary teams, 
^thS^i^K' di^itions are less clear and lesstraditi^nal 

S?? ^ approaches to care. Uttle, however, has been done 

SSiJXl^^'^f^ ^ °°^J Size Of the team ari the 
jd^ vAiich It functions also vary widely. Is the two-member team of 
pi^ician and nurse practitioner or the three-member team of nurse, social 
v>artor, and physician occparable to a twelve- to f ift^^mertl^^^S 
ii^-udes as many as nine different disciplines? Are hane^f tS,lSral 
hospital teams, service delivery teams, and loi^-term care teaite^^«^S^ 

Finally, we have not answered adequately the question, how does one 
»easj^ team funrtionii^ When do p^fessiSSs SS^Jc SjtS 

SSTffmSjf °° ^ '»3^ire formal educational pr^)aration be^ they 

must they show luproved fUnctionli^ over tiine as 

^nfSS;!? on «hich aspects of team furStionii^ should 

SfSL^a'^'^if °^ Hbw does one wei^^ task- 

°^ * team vdth its process characteristiS (e.g!?^ 
iKplonentlng the paUent care plans and resolvii^ patients' problems versis 
developing cohesion and oollegiality among memb^)? prooiems versus 

r^€, ^^ ^iiT ' Sl^lenges in the area of research design include 
^flSS^i^}^^^' the introduction of bias, the need for Satiple methods 

^^"^ ^ cxnplexity of team research and evaluation, the 

SLPjSi^."^^ ^ V>ress^ related S^ioS 

oontainment and cost effectiveness in health care. 

Q977f SiT^^^kSI® problem of confounding variables, Biotas and Pqyer 
ii! ' 5^?^ ^ factors influence health status, and teasing out 
^SfSSf^o:?^ ^ Intervention or iiipact" ^r^^iiy 
^ca^lished. This prcblem is related to evaluations in the applied setting 

StonSSSST^^^i^SS^ ^^^/^^ Also prdblemati?is 

^t^mining what aspect or which aspects of the team effort is/are responsible 
for a given positive bialth outoote. i.«=pon5ioj.e 

?^,i^ f osiSideraUon in designing research on teams. How does 

«je minimize bljs intaoduced by the evaluItiS process itseSTind, 

teJ^'^^L-^^ *S?ifS"*^^^ part Of the team? If so, will 
bel^ objective, or will the evaluator gain meaningful insights about te^ 

^SS,!!^^?? Which is more ii,l»rtant vdth regard^to rSSr^ 

^^S;^^''^*^^^^^^^ AddiUonal sources of bias include bias of 
teamiKntoers, v4io want the team approacai to be effective and want to be 

SS? «S^^«J5iLf2?^ ^ outomes, and bias introduced from 

r^JrX n°t-so-subtle pressures traa administrators and decision-makers. 
Who do not want to lose innovaUve programs and the financial support that 
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often acxxnpanles them. 



Oonfcwniing variables and bias can be minimized, in part, by utilizing 
multiple methods of data collection in research and evaliaation on teams. The 
perc^)tians of individual team members is not adequate by itself; one needs to 
look, as well, at interactions between and among team meanbers since the group 
or team has a life of its cwn apart from the individuals involved (Thorton, 
Dodson, et al., 1980) . Making iise of several methods of data collection, one 
can lock for consistency in findings ftcni cbservaticnal data, interviews with 
team members and patients, and health outooroe assessments. When these 
findings si?^)ort one another, one can be more confident that the team approach 
has had an iitpact. 

TXtfo specific research designs pose challenges for research on teams, m 
retrospective designs, clinical data are lased for evaluation purposes. There 
may be a lack of needed data; the information available may not be relevant to 
the evaluation; or information trm charts and records may be difficult to 
quantify. Randcmization of patients^ too, has been questioned by those 
si5?x)rting the goal attainment model of evaluation. When one is interested in 
evaluating goal achievement for individual patients rather than litpact of a 
specific treatment, randonization is not the design of choice. 

In general, evaluation researchers have attaciied less significance and 
prestige to input and process studies in ocuparison to outcome or iitpact 
studies. Additional pressure for outcome studies comes from funding agencies 
and policy-makers due to the nic^ costs of health care and the cocmiitment at 
the federal level of government to reduce it. Evaluators of teamwork are 
being i^rged to focus research efforts on positive health outoocves and the 
cost-effectiveness/cost-benefit of the team approach. Two questions became 
relevant in this regard: Are we ready to focus on outcome studies, and should 
we imdertake outcome studies in isolation from ir^xit and process measures? TO 
vxancentrate exclusively on cutccme/iraract, especially if done so prematurely, 
may result in negative research findings that have little, if any, 
relationship to the tnae iitpact of the team e^roach in geriatrics or 
elsevAiere. 

Inputs> Process, and CXitcomes; A Closer Look 

In systematic evcLLuation, input measures are resources to the system 
(e.g., staff, facilities, etc.), process measures refer to how the system 
functions, and outcome measures are system outputs or results — the extent to 
which goals have been achieved (Eustis, Greenberg, and Patten, 1984) . In this 
section of the pe«)er, we take a closer look at possible research questions 
related to the team approach in geriatrics in each of these three areas and 
emphasize the need for research in all of them. Until we have a better 
xinderstanding of the necessary iiputs to effective teamwork and the mai^ and 
varied coitponents of team functioning, we are not pr^>ared to undertake 
outcome studies. Ihose outcome studies that are being undertaken should take 
into account irpit and process measures as well; it makes little sense to 
evaluate the iitpact of teamwork if we do not know whether the health 
professionals are working as a team and at what level the team is functioning. 

Input Measures , nie health care team has been defined as a feedback 
sfystem made \jp of health professionals from a nuitiber of different disciplines 
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vdio serve as team nenibers, a patient or client population that receives care 
anchor services, and a ocxitext in which the team is based and operates 
(EXJcanis and Golin, 1979) . with regard to team members, questions related to 
iriEMt measures mi^t include: Are there i^)ecific criteria for selecting team 
roentoers? What are they, and hew were they determined? Who makes the final 
selection, and do other term meanobers have input into the selection process? 
What mates a good "team player?" Can he or she be recruited, or is it more a 
matter of team training and flexible adaptation? Ar*» health professionals 
fran scne disciplines better prepared for ancVor more receptive to teamwork 
than others? within any one profession, are scce subspecialists more likely 
than others to work well within the team model? 

<^iestions abcut the availability of selection criteria, their 
^pcopriateness, and their use can be applied to the patient or client 
pqpulation as well. Additionally, are the specific disciplines represented on 
the health < are team appropriate for meeting the needs of the population being 
served? And, as mentioned earlier in this peeper, should the team apprxsach be 
targeted to very specific subgroups of patients vrtio would benefit most from 
it, and Ixm do we begin to identify these subgroips? 

Inputs related to context can be identified at the macro and micro 
levels. At the macro level, one mic^t want to consider how the larger 
organizational structure influences team development and functioning, ihat 
is, is interdisciplinary teamwork more likely to occur viien a team is 
operating within the larger organizational structure or on its firinges? How 
imach and \Aiat kind of administrative and si?)ervisQry si?^)ort is necessary for 
maximizing team developroent and functioning, and what form should it take? 
Does the team e^proach work more effectively at the level of clinical health 
care teams \*en management eaaoploys the same model as a management style? At a 
more micro level, hew does the geogre^iiic proximity of team menibers' offices 
influence their ability to oonaamicate and Interact with one another? Does 
the team have a conferenoe room or any shared space of its own for formal 
meetings and Informal interactions? Is this space designed and organized to 
pronote interdisciplinary efforts, and is it set apart fron major traffic 
patterns and disnqpting noises? 

Rrocess Measures. The team functions to achieve two goals—task-oriented 
goals related to the needs of the patient or client population and process 
goals related to relationships among team menisers, themselves. Process, then, 
refers to the dynamics through vtoich these goals are achieved. Ihis area is 
especially ripe for research because process measures Indicate how well a team 
is f tmctlcning. Researchable questions center around the team's structcire and 
organization and the interaction patterns among team menibers. Is there a 
oomnon language among team menibers, or does each Individual use his or her own 
discipllne-fipecific jargon? Does the tea m have a clear, agreed-iqpon mission 
and written awVor observable procedures for carrying it out (e.g. , for 
conducting meetings, developing patient care plans, orienting new menibers, 
etc.)? A ccranon language and formalized procedures are indicators that the 
team has developed, in part, its own culture with norms and rules for 
cperating. 

With regard to team meetings, hew often does the team meet, and xiow long 
does eadi meeting last? Hew are team menbers notified of a meeting and the 
purpose of the meeting? Is the notification early enough for each individual 
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to cxne to the raeetlrg prepared? Is there an agenda for the meetii^, and is 
it follcwBd? Do team nanbers cane to meetings on time and participate in the 
discussions? Is pcwer and decision making centered in one or two team members 
or shared? Is more than one style of leadership evident, and tinder vdiat 
circumstances are varicus styles of leadership ixsed successfully? Do team 
members understand one another's skills and abilities and make use of them 
appropriately? Do they ooraminicate well vdth one another? Is the atmosphere 
in the meeting relaxed and open or tense and hostile? Do roeoribers seek out one 
another's opinions and support one another during meetings? is there a sense 
of solidarity among team members, and hew is it e>?>ressed? And finally, vdiat 
proportion of interactions among team members take place outside of the team 
meeting? 

TtiB well-functioning team should be mcaiitoring and evaluating its 
progress toward goal achievement. Does the team set measurable goals for 
resolution of patients' problems and for its own growth? Are segments of team 
meetings set aside for follcw-ip review of patients' progress antVor for self- 
assessment? lhat is, does the team truly function as a feedback system? 
lastly, has the team achieved a balance between attempting to meet task- 
oriented goals and process goals? 

Outcane Measures. Discerning owtccroes or impact of the team approach in 
geriatrics is one of our greatest challenges. Outcomes often are difficult to 
measure, and vdien the measurement problem is overcome, it is difficult to link 
outccmes to team care directly and causally. As mentioned earlier in this 
p^jer, the emphasis at the present time is to evaluate the litpact of health 
care teams in geriatrics by attending to positive health outcomes among 
patients and cost effectiveness/cost benefit of team care, itself, other 
outocroes, too, may be Important and should not be ignored: the iapact of the 
team approach on health professionals v*o serve as team meambeirs; attitudes of 
the patients toward team care; the indirect impact of this approach on 
patients in terms of new and innovative programs and interventions developed 
as a result of broad knowledge base and better utilization of tine; and the 
Ijipact of the acproach on the larger organization. 

Determining v*iat is a positive health outcome among geriatric patients is 
a ooroplex task. Shouxd one always look for inprcvements in health status and 
functional ability, or can maintenance or a slowed decline in these areas be 
considered a positive cwtocaoe in some cases as well? is "death with dignity" 
a positive cwtocme, and, if so, how does one measure it? In our efforts to be 
scientific, have we placed too much emphasis on quantifying information and 
overlooked some of the benefits of a qualitative approach? If patients' 
health outcomes show a pattern of decline over time, how does one det:ermine 
vdiether this is relat:ed to a decline in a team's functioning or irrprx3ved 
functioning and the ability of a team to serve frailer, sicker patients? Even 
v*ien the researcher does demonstrate positive health outcomes, they often 
r^resent such small increments of change that policy-makers v*io are not well- 
versed in geriatrics and gerontology may not understand their iitportance or 
significance. Cost data, too, present many corplexities to the researcher. 
Accuracy of such data is sometimes questionable, and management of these data 
is frequently a cumbersome activity. Moreover, liridng health care costs to 
actual treatment/care interventions and delivery of services and eirplqying 
appropriate analysis techniques are major undertakings for even the most 
skilled researcher. 



In terms of identifying other aaaningful outcxroes, one mi^t ask: Are 
morale and job satisfaction hi^ier among team meonbers in comparison to other 
healt Ji pro fessionals? Is staff turnover affected by the team approach? Are 
team mentoers more innovative with regard to patient care and management than 
other health professionals? In terms of patients' attitudes, what are the 
patients' pero^jtions of teean care, and do they perceive it more positively 
than more traditional modes of care? Ihe influence of the team a^sproach on 
the larger organization has been vmderplayed to this point. As healtti 
professionals move off of health care teams, do they take with them new 
knowledge and skills laseful in other settings? Is the larger organization 
different because the team approach has bee implemented at the clinical level? 
Furthermore, do students v4» have participated on health care teams, take new 
skills back to the classrocm or other clinical affiliation sites, and do they 
seek esiplcyment in settings vAiere the team e^jproach has been iirplemented? 

Oandusion 

m this paper, we have attenpted to eaqplain v*iy inoonsisteitt viewpoints 
about the team e^proadi continue to exist and v*iy there is a paucity of 
systematic research and evalxiation studies about the Ijtpact of this e^^iroach 
in geriatrics. We have addressed the challenges related to conducting 
research in this area and have urged researchers to avoid the pressures f ran 
the current political envirofsnent to focus energies solely on outccne and cost 
studies. Otast as one individjjal health professional cannot meet all of the 
dCTiMids of health care in geriatrics, no one researclVevaluation strategy is 
appropriate to answer the ocnplex questions related to team effectiveness. We 
have suggested that more attention be paid to ii^uts and process and that 
outcomes be linked to these other measures. We do not believe it is 
appropriate to address the issues of cost ef fectiveness/oost benefit until we 
have a better understanding of what a team is and what constitutes an 
effectively functioning team. We hope that scne of the issues raised in this 
p^>er will stimulate new research efforts with regard to the team approach in 
geriatrics. 
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A GERIATRICS ICmOX GBGimZtmCH 



Robert Boiseaneau, Ri.D. 
Arizona State University 

Jaoquelyn G. Newman, Ih.D. 
Tucson Veterans Administration Medical Center 

With the current interest in prospective payment systems (HEB) , health 
care organizations are looking closely at product line manageaaent and matrix 
management structures in order to in|iove their financied positions. Of 
course, geriatrics can be viewed as a product (service) line and as a focus 
for a matrix organization. 

Generally recognized as one of the most ocnplex manageaaent arrangements, 
matrix management is, in ract, a program designed to simplify and focus on the 
needs of patients in health care organizations. Ihe purpose of this paper is 
to analyze one of the country's nost ocnplex structures, the Geriatric 
Evaluation Uhit (GEU) at the 366-bed Veterans Administration Medical Center in 
Tucson, Arizona. 

Geriatric Evaluation unit 

Die GEU is a 14-bed unit in the Medical Service for specialized iipatient 
assessinent and ccnprehensive care of the older veteran with multiple and 
interactive problems in physical, psychosocial, and self-care functioning. 
Such problems iupact vpan medical care delivery and outocrae. Patients 
admitted to the GEU gaierally require the services of two or more allied 
health professions r^jresented on the GEU team, in addition to medical and 
nursing care. Ihese patients have existing si?3port systems that will continue 
after discharge. It is anticipated that discharge to a noninstitutional 
setting is a reasonable expectation for each patient admitted. Ihe GEU team 
defines itself as a collective of resources vAiich maxlinize the patient's 
likelihood of returning hcwe. In addition to medicine and nursir^, team 
menibers include professionals in social work, dietetics, clinical Fharmacy, 
audiology, ooci?)ational thers^, ^jeech-lai^uage pathology, clinical 
psychology, and psychiatry. 

These team members have been assigned geriatric inpatient care 
responsibilities as part of their total clinical care responsibilities by 
their respective service chief. Most of these staff team members are edso 
responsible for the clinical si5)ervision of trainees rotating thrco^ 
ge ri atrics in the associated Interdisciplinary Team Training in Geriatrics 
(ITTG) program. Ihe rEDG program provides additional trainee stipends to 
existing clinical training programs in order to establish geriatrics 
rotations. Core team members in socieil work, clini.cal pharmacy, dietetics, 
nursing, and medicine also staff the twice-weekly geriatrics clinic. 

Sane team members have been part of this team for as long as four years, 
vhile others have joined more recently. Newer team members have beocsne 
involved primarily to si^jervise their students on geriatrics lotations as a 
result of the riTG program. For seme team meaoobers, geriatrics was assigned to 
them fcy their si5)ervisors; for others, team membership was a matter of 
individual choice and special interest. Most team lembers value their team 



143 

147 



invDlvanait and, if given the choice now, would choose asinbership in this 
heal^ care teerm. 

Resources for maintaining this team include an annual, budget for 
sponsoring in^icwse continuing education workshops in gerontology and team 
developnertymaintenanoe, and limited travel funds to send team members to 
spprapriate professional conferences and meetings. 

In a recent survey of team menber ratings of team functicnii^, the 
following issues were identified as important areas to focus an in future 
team-iuilding inservioes: 

1. Dealing with team versus service role conflicts: a team member's 
peers and si?)ervisors may see geriatrics and teamwork as less 
inportant and less dananding than the team meanber does. 

2. Team meetings versus teamwork: team members identify a need to 
increase their team functioning in geriatrics outside the team 
meeting setting. Ihis relates to issues of follow-through on team 
plans developed in team meetings, and to fonmilaticn of more 
interdisciplinary interactions around patient care outside team 
meetings. 

Rationale for the Interdisciplinary Tteam 

A team ^proach to health care delivery evolves frm the recognition that 
a particular patient population has multidimensional health care needs 
requiring ooritinulng involvement of professionals fixm various health care 
disciplines. Patient needs may Include psychosocial, nutritional, 
environmental, rehabilitative, and other adjects of medical problems which 
iaiact on the outoone of medical care. Health care professionals fix© diverse 
fields of expertise find that they must Interact regularly in the care of the 
Individual patient. A teamwork approach may be the outoorae of both the 
ocBpleodty of tasks in patient care and the need to reduce redundance in 
carrying cut those tasks. Team care e^proaches have a long history of 
application in ocnuunity mental health, family health care, chronic renal 
failure, spinal cord injury rehabilitation, and hospice care. Uiese patient 
peculations, like geriatric populations, are diaracterized by nultiple, 
«*««ic, and interdependent problems and long-term continuing care needs. Ihe 
Fhiloeophical basis of interdisciplinary team e^proaches to patient care 
across these populations Includes the followir^ coo?)onents: 

1. Care of the "whole patient" rather than specific, isolated disease 
entities. 

2. Recognition that no single health profession Includes all of the 
necessary e}q)ertise for total patient care. 

3. Recognition of the patient, his/her family, and the health care team 
as Interacting and dynamic cx»ponents of a larger he2ath care 
system. 

An interdisciplinary team provides coordinated and ccnprehensive patient 
care through the continuous lirvolvejnent of diverse professionals at various 
stages of the care process including problem identification, treatment 
planning and Implementation, and progress evaluation. By definitioi, an 
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interdisciplinary teem is more tihan a grwp of health professionals each 
indQ)e»3ently treating an isolated aspect of illness. Interdisciplinary team 
measbers share ocraoaan, well-defined teem goals, define their vrorking 
relationships as interdependent, and share re^jonsibility for leacJership and 
facilitation of team tasks, since the primary vehicle for health care 
delivery is the interdisciplinary t^oa as a unit rather than as irelLvidual 
team neniaers, the team values and regularly participates in inproving and 
maintaining team functioning. Critical team maintoianoe tasks include role 
negotiatian, clarification of decision-making and plan lapleroentation 
responsibilities, and periodic evaluation of team effectiveness, efficiency, 
and satisfaction. Interdisciplinary team menbers as a unit maintain a team 
identity as well as Individual professional identities. While other groi^js of 
professionals providing care for an individual patient may depend on progress 
notes and unstructured, informal faoe-to-face cctnunication, the regularly 
scheduled team meeting is the primary vdiicle of care planning and evaluation 
for the Geriatrics interdisciplinary Treatment Team. 

Ihe interdisciplinary team functions as the geriatrician's "gerosoope," 
the instrument and ^)ecialized technology of ccnprehensive assessment, problem 
solving, and progress evaluation. Team menbers are Individually and jointly 
responsible for patient assessaoaent and care. T' the Geriatric Assessment 
Program at this medical center, the lnterdiscipj.-nary team meets weekly in a 
patient conference vftiere assessments are shared, problem-solving plans are 
generated, and responsibilities for plan liopleraentation and follcJW-i?> are 
defined in a case manageaaent approach to care delivery. Each team menber may 
assim» task-oriented leadership as ^jpropriate for the particular problem 
under discussion. This flexibility in leadership among team members is 
ccuntcjrbalanoed by the physicdan's ultimate responsibility for medical care 
and total care management. As the role model for the ITTG trainees, this team 
also mfsets regularly for team maintenance problem solving focused on 
identi:fying areas of team interaction and collaboration for Improvjanent. 

Interdisciplinary Team Trainincr in Geriatrics 

:£TrG is an educational model unique to the VA q^stem vMch provides 
special training for medical, nursing, and allied health profession trainees. 
Currejntly, the geriatrics interdisciplinary team incltdes health professionals 
in clinical pharmacy, dietetics, social work, audiology, eipeech-language 
pathology, and clinical psychology in addition to geriatric internal medicine 
and nursing. IXiring the ITTG rotation, the geriatrics interdisciplinary team 
ser/es as a role model for coordinated, ccnprehensive patient care and 
interprofessicaial collaboraticai. One focus of the ITIG rotation is to provide 
he<ath profession trainees with the knowledge and skills within their own 
disciplines which will enable them to contribute to the optimal care of the 
e].derly patient. Ihis process of learning fosters positive and resLListic 
attitudes tcward treatment goal setting for the older person. 

Ihe second focus of ITTG training is the development of interprofessional 
occraunication and leadership skills for collaborative teamwork. The ITIG 
students will gain «<perienoe in working as part of the interdisciplinary 
hezdth care team providing continuity of care and case management across a 
variety of treatment settings. Also, the opportunity to work with students 
frm other disciplines in applying teanwork skills is iirportant. ITIG 
trainees develop an appreciation for the roles, methods, and skills of each 



145 



other discipline in the treatment t^ as they learn their own professional 
roles in geriatric patient care. 

IXiring the nrc rotation, students acquire an understaniing of the 

ccnplex interactions of psychosocial, physical, and environmental aspects of 
medical problesns, along vdth the iapact of these multiple dimensions of health 
on the outocne of medical care. At the oonclusion of the ITIG rotation, 
students have acquired a geriatric-gerontologic knowledge base, the clinical 
geriatrics skills of their own discipline and a knowledge of VA and ocoraunity 
resowroes available to maint ain t he health and independence of the older 
veteran. In addition, each mG trainee is prepared vdth the teamwork skills 
"scessary fo r coo rdinated and collaborative care delivery. ItearawDrk skills 
developed in nTG training are ajpplicable in any health care setting providing 
continuing care management for chronic, multidimensional health care needs. 
Hie ITTG p rogram is intimately designed to pr^are trainees to beocroe 
effective meatere of an established health care team or to contribute to the 
developaaent of a new interprofessional team in other settings. 

Inteoraticn of Geriatrics into 

cHr»-ir«;^ Traininer of Health Professionals 

Ihe segment of the American population over age 65 has increased at a 
rate of more than twice that of the general population since 1960. Ihese 
detnogrmhic trends are expected to continue over the next 50 years. As a 
result, health professionals currently in training may firri that by mid- 
career, i^) to 75 percent of their patients will be over age 65. Few health 
profession education programs integrate geriatric-gerontologic content into 

training programs are increasingly responsive to this 
need, geriatric-gerontologic curriculum content still te«as to be both 
segregated and elective. Surveys of health professionals in most iisciplines 
have repeatedly shewn strong preferences among practitioners and students 
alike for work vdth younger populations. In order to recruit and prepare 
interested and motivated health care and social services professionals for the 
care of the growing elderly population in general, and the aging veteran 
peculation in particular, the Veterans Administration has implemented several 
cd^inical, educational, and research programs. mG is one of these programs 
which integrates geriatrics into the student's clinical traini:^. 

Develoanent of mterprofessiona T Ski lis 
for Oollaborative Teamwork 

Teanwork in health care delivery is not a new conc^. In the 1920s, 
psychiatry began to recognize that increased specialization in medicine and 
health care brought increased potential for fisigmentatian of care delivery. 
Teanworic was seen as an s^pproach to coordination of care delivery, since the 
P^Miiatrist-psychologist-social work clinical teams of the 1920s, the 
team agpproach has become characteristic of care delivery in a variety of 
health care settings including geriatrics. Ihe interdisciplinary team is 
defined as "a fanctioning unit, ocnposed of individuals with varied and 
specialized training, \*o coordinate their activities to provide health 
services to a client or group of clients." Ihe interdisciplinary health care 
team is mare than a gro^) of individuals v4io call thenselves a "team." Each 
health care team member has a defined role with specific responsibilities. 
Bie team as a unit has rules of conduct (norms) , an identifiable pattern of 
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leadership, and a systan of ocoBtunication. Uie team is task oriented with 
ocwnon goals stored among members, each of \ghan must recxsgnize that no 
indivi<3u2a team weab&c can acxxmplish the task or solve the prtjblem alone. 
Each team meanber has unique eaqp&±iBe, skills, and methods vMch must be 
octnunicated to and recognized by other team members in order to facilitate 
integration of services for Multidimensional patient needs. In addition, some 
areas of functioning in the problesn-oriented care delivery process may be 
shared by two or more professions. Team nentoers must recognize these areas of 
overly across professions in order to reduce dtplication of efforts and 
minimize "turf" conflicts about "v*ose job it is." For the interdisciplinary 
health care team, the overall goal is optimal patient care. 

Team develcpnent may be oonoeptualized as a process in vjhich the grot?) of 
health professionals mcfves froa independent, autonQnous action toward a 
collabor itive, interdependent interaction in achieving clearly defined, shared 
goals. "Collaboration" in this context refers to a process of shared 
assessment, planning, and action with joint responsibility of team members for 
patient care outoone. This process requires active, ongoing communication 
regarding issues of team priorities for patient care, role definitions and 
esqjectations, leadership and responsibility, decision raking, and conflict 
identification and resolution. Yet formal training in int^professicnal 
ccranunication skills, leadership skills and team developnent, nanagement, and 
maintenance is rarely provided in the preparation of health care 
professionals. Task-oriented team efficiency, effectiveness, and work 
satisfaction depend vpan these process issues which fall into the donain of 
team management and maintenance bdietviors. 

Prior to the institution of ERGs in the private sector, appraximately 80 
percent of this medi c zd center's beds were ocopied on an etverage daily basis. 
An increase in this average daily census necessitates alternative approaches 
to care, particularly for the elderly veteran with chronic, multiple problems 
and continuing care needs. One goal of clinical training programs such as 
me is responsiveness to increasing health manpower needs for professionals 
prepared with the knowledge base and clinical skills necessary and appropriate 
in the care of aging veteran and nonveteran populations. 

(Xjjectives of optimal geriatric patient care include inproved 
coordination of care management; identification of associated physical, 
psychosocial, nutritional, pharmacologic, and sensory-perceptual disabilities; 
identification and mobilization of patient strengths and si:?3ports; and reduced 
rates of unnecessary readmission to acute care or nursir^ hcane placement. A 
focus on optimal geriatric patient care in the VA clinical training of health 
professionals will also include sensitization to the special health care needs 
and health service utilization patterns of the older female veteran. 

Ihe Matrix Oonnection 

The GEU and imG overlay on the existir^ Tucson VA Medical center 
organization structure reflects many of the strer^ths usually associated with 
matrix management. Ihese are: 

1. Flexibility. As the matrix organization, the specialized geriatric 
operation is able to focus its full attention on tht needs of its 
elderly patients. Too often the health institution's resources are 
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diffused among the demanding units without adequate attention paid 
to particular service needs* 

2. Decentral iz ation , Administrative decisions as well as patient care 
decisions ere made by health professionals v*io are in close 
proximity to geriatric patients. A characteristic of both 
decentralization and matrix organizations is that decision making is 
pushed to Icwer hierarchical levels, ihese are the people v4io loiow 
most abcut geriatrics and their patients. In turn, action is 
quiciker and greater creativity is litely. 

3. Ooordination and ooromunication . Cooperation and flow of infonnation 
are enhanced. Working more closely with one another, team itembers 
are enocuraged to cooperate. Bius, mary traditional departmental 
and professional i>arriers can be broken down. The matrix enophasis 
is on care, not position. 

While matrix manageanent is not a psuiacea for all the problems that health 
organizations face, it offers an oppor t unity for patient care providers to 
gain greater control over their environment and to influence patient care in a 
positive way. Hc jever, probleaas with matrix management persist. It is 
considered more costly than the functional organization, although much more 
researcii is n eeded. One re:«ntly published four-year study of a similar 
geriatrics p ixxji dm in another VA medical facility has addressed these cost- 
efficiency issues. This stud/ showed that the initial cost of 
interdisciplinary team assessment and care in a GEU is increased throu^ tiie 
plication of more services and professional resources than would rx^utinely 
be available in a more traditional general medical acute care setting. 
HcwBver, eoramination of long-term cost outcomes shows that after one year, the 
increased initial costs of a GBtJ model are eliminated throu^ decreased acute 
care readmission rates, emergency rocm use, and nursing home placement. In 
addition, patient mortality is significantly reduced through the 
interdisciplinary GEU model of care, and functional ability of patients is 
significantly increased. 

Often matrix managers must report to two bosses, a dreaded situation for 
many administrators >to state that each iixiividual must have only one boss. 
Worst of all, thoi^, is the possibility that managers associate the matrix 
structure with loss of authority, prestige, and power. Ifowever, many members 
of a health care team matrix structure stand to gain professional power, 
authority or status as a ftmction of team maribership. Ducanis and Golin note 
the iiqpact of increased vertical differentiation of professions and 
subspecialties in the erosion or diffusion of the physician •s traditional 
ultimate authority in the hierarchical structure of interprofessional 
relationships. As newer professions move throu^ the process of 
professionalization toward defining a domain of knowledge and specialty areas, 
developing an ethical code and standards of practice, and controlling 
admission into and training within the profession, the assunption of a 
hierarchical ordering of professions in \*iicii hi^h^er-level professions possess 
all the knowledge and skills of lower-level professions is challenged. 

Ihe Increasing ocnplexity of patient care needs and technology may ca:eate 
an inperative for interdisciplinary teamwork and interprofessional 
interdependence. Althouc^ this process may function to diffu^ the authority 
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and pcwer of higher^level professicjns in vertical structures, it is this same 
process of team developnent vAiich may oc5:>tribute to the status and power of 
professions lower in traditional hierarchical structures. Team menibers 
working together must recognize and ap|a?9ciate the theoretical taiowledge base 
and practical skills of each other profession, and must be prepared to deal 
effectively vdth areas of overlap or gsp between professions. For newer 
professions or those typically located lower in the hierarchical sttrjctures of 
traditional care mcxJels, gains in power, status, and authority as a function 
of team membership come at the cost of exchanging autoncny for 
Interdependenoe. To the extent that higher- level professions see diffusion 
of authority as a cost of tearaworic vMch outwei^ any benefits of a matrix 
structure, and Icwer^level professions view the exchange of autonoBDy for 
interdependenoe in the quest for professicnalizaticn and aoocttpanying power 
and status, as too great a cost, matrix si^sporters will have a difficult future 
in the health care setting. 
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INrEREROFESSICmL PETAnONSHIPS IN GERIMRICS: 
EIHCCaL AND lEGAL C^ONSIDERATIQNS 

Marshall B. Kafp, J.D., M.P.H. 
Wriest State university 

Uie older individual living in a csccplex modem society may face a 
bewildering arxay of life paxblems—physical, mental, psychological, social, 
econondc, legal, and ^iritual. Many of these problems call for the 
involvement and assistance of helping professionals to resolve them. While 
the resolution of scnte of these challenges may fall vdthin the dcanain of a 
single category of professional, many of the sorts of vicissitudes confronting 
older persons require seme degree of interprofessional, multidL«3ciplinary 
blending of knowledge, skills, and efforts. 

HbB concept of interprofessional cooperation as enployed in this paper is 
a very broad one. Bie vital need for active collaboration between physicians 
and nurses has long been recognized, if not yet successfully acted on. 
Certainly, pl^icians must be pr^ared to work and share vdth social workers, 
physical and ooopational therapists, dentists, podiatrists, a«a other typical 
members of the geriatric health care team. Where physician roaanbers of 
different mBdical i^pecialtdes are involved—through the process of 
consu ltation or referral—in the cannon :are of an older patient, thorxxa^ 
ccnnunication and coordination is inportant; this involves intreprofessional 
as well as interprofessional cooperation. It has also been suggested that 
geriatricians should relate closely to basic scientists, clinical 
epideanttiologists, health care system researchers, and social scientists in 
order to help genetate new knowledge and approaches regarding geriatric 
challenges. Finally, there may even be situations in vAiich the physician 
needs to work in concert with the patient's attorney on issues with both 
medical and legal overtones (for example, a patient's claim for disability 
benefits or an avoidable inpositdon of guardianship) . 

Biere are strong legal and ethical bases for requirii^ effective 
interprofessional, multidisciplinary cooperation in geriatric medicine. 
Ihis preposition has received thus far a faiir amount of professional lip 
service, fcwt precious little serious, explicit analysis. Perhaps the idea is 
so clearly and universally aoo^jted that it neither requires nor deserves any 
further time and attentiai. Htwever, at the risk of prolonging the obvious, 
there may be scne valxae in ejq>ressly stating and discussing scnte of these 
legal and ethical bases and their practice iaplications, if for no other 
reason than sijtply that the ideal they vmderlie still is a long way frcm 
achievement. 

Ethical Bcises 

Ihe pi^ician's duty to foster, take advantage of, and contribute to 
interprofessional cooperation on behalf of older patients may be 
examined in terms of fc«r of the fundamental principles in bictnedical ethics: 
autoncKiy, beneficence, ncanmaleficenoe, and justice. 

First, autonooy is the concept of self-determination and freedom, the 
idea that each person, to the maximum extent possible, should be permitted to 
make and act ipon major life decisions on the basis of personal values and 
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preferencses. Enhancing patient autxsnony, enabling and etrpowering patients to 
"do their things* in terms of iitportant life choices, should be a principle 
that physicians attempt to honor as they provide care, and can be prcxnoted by 
interdisciplinary oollaboration. Such collaboration can best si^jport the 
elder's entitlement to ]axwledge about health conditions and decision-making 
ric^ts. HhB pl^ician vAio ccnnands sis)eriQr medical technology, the social 
worker v4k> can help the patient deal with the interaction of the technology 
and the environment, the nurse \Aio can educate the patient to >4iat it means to 
care for oneself xxsing the technology, the family meniber v*io knows the elder's 
life history, the pharmacist v4io may be a (specialist in the hazards of the 
technology, and the nutritionist who can provide education about maintaining 
health in the face of the effect of the technology all hav3 special knowledge 
to contribute to the patient's vmderstanding of his or her situation. 
Additionally, this collection of professionals possesses multiple routes of 
access for advocacy on behalf of the older patient's ability to exercise 
personal autoncnry. 

Second, the ethical preoepc of beneficence is based on our inclination to 
help others, to do "good" for others. It is the notion that a person's 
perceived "needs" should be fulfilled. Beneficence focuses on serving an 
individual's "best interests." Ihis probably is the ethical principle that 
most strongly motivates those \*io gravitate to the health and human service 
professions for their life's work. 

In many situations, the outocme of health care mi^t be noticeably 
iirproved, and thus the welfare of the patient proaoted, by interprofessional 
efforts. Put simply, in those situations where interprofessionad efforts can 
best help the patient, such efforts are morally e^ropriate, if not 
obligatory. This may be especially true in the geriatric sphere, vAiere we 
particularly need to move away frcm the prevailing eirphasis of health care on 
acute rather than chronic care, total recovery after crisis, and life at any 
cost and in aiy form rather than death. For the aging, this orientation needs 
to be modified in favor of goals of continuous treatment of long-term illness, 
restoration after acute episodes to functioning that r^resents \Aiat is 
possible, with a view of death with dignity and free of pain as a morally 
acceptable outocroe. We need to oonoentrate more on maximizirg identified 
adaptive ce5>acities and providing to the elderly patient conprehensive 
management, based on a more socially centered model of care. Prototing 
personal emotional growth and interaction may be more iitportant for the older 
person than strictly clinical results. This objective is one that 
interprofessional cooperation should be well equipped to achieve. 

Thus, under the beneficence principle, the main beneficiary of the team 
approach is, and should be, the patient. This has led soBone ccrainentators to 
object to use of the term "health care team" in this context, on the grounds 
that "team" rhetoric connotes members v*io join together for the purpose of 
team victory agsdnst a foe.. This is a dangerous image, it is argued, because 
in health care it is the patient, not the health care professionals, vAio is 
foremost and whose interests ("victory") is primary. Althou^ this objection 
may be overtolcwn, to attenpt to avoid it, this paper generally uses the term 
"interprofessional cooperation" rather than "health care team" so there is no 
question of the primacy of the patient's well-being. 

A third basic ethical principle is nonmaleficenoe. This is the concept 
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that, even in those situations vAiere we cannot help a particular individual, 
at least we should not nate that person any worse. There are circumstanoes in 
which the inherent limitations of one profession and the failure to take 
proper advantage of available interdisciplinary slcills and e>5)ertise may 
actually endanger an older patient. At a minimim, we must make sure that 
professional pride (however innocent or well intentioned in origin) does not 
e^qpose the patient to vmnecessary, preventable jeopard of making a problem 
worse. 

Another ethical principle wortl^ of mention here is that of justice. 
Althou^ this conoept is ccnplex, it may basically be stated as the ideal — 
rarely realized — of a fair distribution of society's resourx^es and benefits, 
\*iere each person receives that portion that he or she "deserves." Tb the 
extent that interprofessional cooperation in the practice of geriatric 
medicine enhances the quality of patient care, and improves the efficiency and 
effectiveness of that care, it serves the principle of justice; the individual 
patient receives the hi^-quality care that he or she "deserves," v*iile the 
efficient, effective \ise of health resources makes more of those resources 
available to address the legitimate needs of others. 

Lscfal Bases 

For a physician \it]o has xandertaken the care of an older patient, 
positively interacting and cooperating with all other relevant health or human 
service (taken in its most expressive meaning) professionals is not only 
clinically and ethically desirable, but, at least arguably, should be a 
legally enforceable duty as well. There are several theoretical underpinnings 
for a legal duty of interprofessioned cocperationr 

First, this duty should be considered enccnpassed within the general 
standard of reasonable or due care under the circumstances that is owed by a 
physician to an older patient under his or her care. Good, prudent mg^dioal 
practice de m a n ds it, as do voliantary guidelines such as the ethical codes of 
relevant professional associations. Ihe Federated C3ouncil for Internal 
Medicine has stated, "One inportant demand on the physician cariiig for the 
elderly is to develop the managerial skill and knowledge need to mobilize 
health care and social service resources for the benefit of the patient. 
C%rt±nal care requires cooperative participation of the several health 
professions and several types of ccnimunity agencies." 

Negligence may be defined as the unintentional or accidental deviation 
frcm acceptable professional standards. A negligent omission or bypassing of 
an opportunity for full interprofessional cooperation, not to mention any 
affirmative, intentional interference with such interaction, should render the 
offending physician legally answerable for any injuries suffered by the 
patient as a direct consequence of the omission or error. As one specific 
plication of this argument, liability in a number of malpractice lawsuits 
has been predicated on a fedlure of adequate ocraraunication of patient care 
information between the attending physician and other health care 
professionals \iho were involved in the care of that patient, viiere that 
failiare led to deleterious clinical actions or emissions. 

Second, the proposed duty of interprofessional cooperation on behalf of 
the older patient's best interests derives heavily from the physician's well- 



ed 

ERLC 



152 

156 



established legal duty of ncanabandoranent. A physician vAio volimtarily agrees 
to serve an individual, and on vflioee medical care that individual thus ccates 
to reasonably rely, risks being found guilty of abandoning the patient if he 
or she does not cooperate ocnpletely vrith other professionals vAio are also 
working to alleviate the older patient's difficulties. Such cooperation 
should take the form of exchange of information, assessments, and strategies 
(assuming, naturally, the patient's permission for such exdiange) , and should 
be considered an inherent and continuing obligation of the physician-patient 
relationship, vftiether that relationship is ongoing or has been terminated. 
Althcwc^ there is not much current case law specifically on this point, a 
strong position may be posed that legal liability should be, and in a 
factually a^jprcpriate case likely would be, iitposed vAiere failijre to join 
efforts with an oldisr patient's other service professionals in the sharing of 
information, assessments, and strategies directly contributes to the nonrelief 
or the worsening of the older person's interdisciplinary problem. 

C3onsultation and referral between physicians raises especiedly 
interesting legal inplications, and those issues are likely to become nore 
coraplex with the rapid growth of new medical practice environments such as 
Health Ifeintenanoe Organizations (HMDs) , Ind^jendent Practice Associations 
(IPAs) , Preferred Provider Organizations (PPOs) , and other forms of corporate 
medicine. Biere exist acceptable, and even conpulsory, clinical indications 
for patient referral and OQnsultation. At the same time, care must be 
exercised to avoid any conflicts of intanest in patient referrals and 
consultations; for example, the legal and ethical prohibition against fee- 
splitting must be avoided. Also, diligence must be 'osed in the selection of 
other professionals to v*icni referrals aw' consultations must be directed. 
Althcw^ a physician is not an absolute insurer of the quality of care 
provided by colleagues whom that physician involves in the patient's care, 
potential liability locns for negligence in initial selection. As mentioned 
earlier, patient consent must be obtained for referrals and consultations. 
Finally, vftiere a pi^ician beocraes aware of errors committed by colleagues to 
vAiofc patients have been referred that threaten the well-being of those 
patients, there may be a legal duty on the referring pi^ician's part to 
intervene to protect the patient frcm foreseeable, preventable harm. 

Legal theory aside, as a pragmatic matter, effective interprofessional 
cooperation serves the legal self-interest of all involved parties. Serious 
legal jeopardy exists that, where there is unresolved tension among health 
care professionals jointly caring for a particular patient, seme disgruntled 
team member may go to the courts to seek formal interver*:ion. It was a 
dissatisfied nurse, not a family member, v/tio went to tho local district 
attorney and initiated legal proceedings in the much-publicized California 
Barber case, the only criminal prosecution in this county against physicians 
for withdrawing medical treatment frcm an irreversibly ccroatose patient. Not 
incidentally, that case ultimately ended in ccnplete vindication of the 
defendant physicians, but only eifter e}q)enditure of a tremendous amsunt of 
money, time, and emotional turmoil. In the original Baby Doe Ceise in Indiana, 
the advocacy groiqp challenging the actions of the infant's physician and 
parents were alerted and instigated by a disgruntled nurse in Baby Doe's 
ho^iteil. 

Where health care and human service professionals feel frustrated and 
left out of the process of decision making and caring for a patient, there is 
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a risk that they will invoke the legal system as an atteirpted last source of 
redress. Full interprofessional cooperation, besides in roost instances 
leading to better substantive results, also psychologically defuses potential 
resort to the legal system. A aeaningfta interprofessional process for 
deciding \xpan and laplementing patient care encourages each professional, v4io 
has a separate of vsdiaes, agendas, and needs, to ej^ress himself or 
herself within the collaborative process, rather than outside of that prxx»ss 
(i.e. , within the legal system) . 

Barriers to Oooperation 

In far too marry actuad cases, interprofessioneil cooperation in the 
delivery of heedth care and human services to older people leaves much to be 
desired. While case management and continuity of care are the popular 
buzzwords of the moment in gerontological circles, the actued level of 
interaction among the older person's simultarieously functioning service 
providers often deviates frcm the clinically ideal and, it is submitted, frm 
the ethically and legally aoc^jtable as well. 

Several possible e>?)lanations suggest themselves for this shortccming. 
Hiese Include, nost prondnently, narrow role self-definitions, e«3essive 
professional pride (called by sociologists "disciplinary ethnocentrism") , 
natural turf-protecting instincts, stress, and nonexistent or insufficient 
education and training in effective techniques for interprofessional 
oocperation. Financial reinihursement is not generally available for time 
spent in interprofessional cooperative activities. Amcaig other barriers are 
the lack of a ccmnon interdisciplinary vocabulary, value pero^rtlons that lead 
to different outccme goals, and an enophasis vpon collection aixi use of 
different data for problem solving. In addition, socialization to the norms 
of arry given health profession helps to si^^rt insularity, aixi recognition 
usually accrues to health professionals for their own disciplinary work, not 
for interdisciplinary ventures. Whatever the barriers are, physicians should 
be aware of the ethical shortocmings and potential legal ramifications of 
iitpinging on an older patient's well-being as a total person by failing to 
adequately cooperate with other health care and hxman service professionals on 
behalf of the person vAicm they serve in common. 

Mechanisms for Interprofessional Cjooperation 

•Die barriers to effective interprofessional oooperation on behalf of 
older patients are significant, but by r» means insuntountable. On the 
COTtrary, several mechanisms exist for fostering such collaboration in an 
ethically and legally responsible fashion. 

One long-recognized and well-developed strategy is the interdisciplinary 
teMi conference or team meeting approeich. Ihis s^roach may vary in terms of 
ccBjposition, structure, scheduling, func±ions, process, aixi limits, depending 
i:pon the unique needs, rescuroes, and personalities of the particular health 
care Institution. The degree of formality versus informality may also vary 
among institutions. Ihere probably is i» set blueprint or paradigm to be 
emulated. What is inportant is that there be seme regular, esta ;lished, 
recognized means within each, health care setting for open arvi honest 
interdisciplinary ccnraunication and exchange of information aixi ideas about 
older patients who are being served simultaneously by a multiplicity of health 



ERIC 



15A 

153 



care and human servicse professionals. Ordinarily, the law presumes an inplied 
vaiver of patient ccaifidentiality oonoeming itedical information to permit , 
and indeed enoourage, the sharing of information abcut a oomttion patient aitong 
differeiTt health care and human service professionals serving that patient. 

Another possible nechanl^sa for interprofessional cooperation in certain 
circumstances that has been garnering a good deal of public attention lately 
is the Institutional Ethics Oonmittee (IBC) . Ihe Institutional Ethics 
OGUsnittee ocnc^, >Aiidti has at its heart the assunption of broad 
interprofessional collaboration, was originated over a decade ago by a 
physician (a pediatrician) in an article published in a law review. It was 
endorsed by the New Jersey Supreme Oourt in 1976 in the famcxas Quinlan 
decision as a mechaxiism for decision making concerning termination of 
treatment for certain mentally inooiqpetent patients. Subsequently, courts in 
several other jurisdictions have accepted the lEC as a valviable aid to 
grayling with these most difficult questions. 

Bie lEC concept really gained public proninence jiost a few years ago, 
however, Jfiben the federal Department of Health and Human Services suggested it 
as one means by ^Aiich health care institutions could oonply with the 
requirements of the Baby Doe regulations governing the inedical treatment of 
handicapped nevitoms. Althou^ that use of IBCs is obviously nongeriatric, 
there is no reason that the lEC device cannot be used to facilitate decision 
making, and subsequent action, for other patients, including (perhaps 
especially) the elderly. 

Ihere are still many unanswered administrative and legal questions 
conoeming lECs, including: proper functions (policy making, education, 
individual case involvement) ; conposition (to what extent it should be 
interdisciplinary and vtot disciplines should be represented and in vteit 
proportions) ; process; methods of activating involvement (vftio can bring a case 
to the attention of the IBC, and on a voluntary or a mandatory basis) ; effect 
of decisions (advisory versus binding) ; confidentiality versus discoverability 
of lEC records; and liability e)?)osure of lEC members and the sponsoring 
institution for IBC activities. Biere is great confidence, though, that the 
lEC concept of interprofessional collabc^ration and consultation, if 
iitplemented thoughtfully and subscribed to sincerely by a variety of concerned 
health care and human service professionals, holds the potential for "better" 
substantive decisions ethically, strengthening the health care institution's 
legal dafense against external challenge of patient care decisions and 
actions, and defusing potentially legally volatile interprofessional disputes 
alxwt patients within the institution. 

At the heart of any serious effort to increase the quantity and quality 
of interprofessional healtlj and human services collaboration on behalf of 
older individuals must lie a firm educational ocnjjonent. Both future and 
present health and human service professionals must be tau^t not only the 
clinical wisdom and ther25>eutic potential of thorou^ interprofessional 
cooperaticn, but also the ethical and legal considerations making such 
cooperation iirperative. 

Every student preparing to deliver health care or other human services to 
the aged should have the opportunity to observe positive faculty role models 
engaged in interprofessional and interdisciplinary activity, and to practice 
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their cwn future interprofessional role behaviors, mose who do the modeling 
will need to be secajre in their own roles, their regard for each other's 
expertneas, and their cwn place on the team. Ohey must believe in the oaxxpt 
of ooUxtaabim, their cwn profession's role in health care and human 
services for older people, and the neo&ssity for the unique caitrlbutions of 
the other professions. 

Ooncltision 

In ocnclijsicn, oooperaticn and collaboration among the various types of 
health care and human service professionals v*o serve older persons is an idea 
about vaiich we need to think seriously, and a practice that we need to 
inplement vigorcusly and enthusiastically. It is necessary if we are to 
address properly the patient's best interests in helping to resolve pi^ical, 
mental, psychological, social, eoanondc, legal, and spiritual vicissitides. 
It is useful in providing psychological si^^wrt and enoouragement to reduce 
the feelings of stress and isolation that frequently victimize professionals 
vAjo labor in this challenging area and that may Ixopair their-cwn well-beii^, 
as well as their performance. Last but not least, interprofessional 
oooperaticn in the practice of geriatric medicine is essential to fulfill the 
ethical mandates that have been discussed in this pe^, and it is proposed 
that the physician's legal duties be extended to mate those ethical mantSates 
enforceable. 
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INTRODUCnCN 



DEVEDDEMENT OF INTERERDFESSIONAL EDUCAnCNAL EXPERIENCES 



Marcla J. Lipetz, Di.D. 
university of Illiixjis at Chicago 



TbB four pe^jers vMdi follow all adcaress issues to be considered in 
developing interprofessional educational ejq)erier>oes. While much attention 
has been paid to process issues vdthin intecprofessional experiences and to 
appropriate content for interprofessional groc5» of students, little has been 
written about developmental a^roaches. Uiese four pe^jers suggest a variety 
of points to consider. 

Douglas and Gillespie describe a professional davelopnent seminar for 
allied health graduate students that is also appropriate for presentation as a 
workshop. Participants share life e)q)erienoes in this open systems apprxaacih 
to career developaaent, breaking interi>rofessional barriers and develc^)ing new 
support networks in the process. Monroe-Clay describes two courses for 
students in social work and health administration, one of which paid overt 
attention to tesm develcpnent. The results of this ejqjeriinental design 
si55)ort the need for teaching teamwork consciously. Billiflps and Julia 
performed a content analysis of a sanple of literature fron se-zeral health and 
helping professions and identify multiple sets of subprocesses to be 
considered in the general education of health and helping professionals and in 
pr^aration for teamwork. Finally, Grant and Casto contrast a content- 
oriented curriculum model with a process-oriented model and discuss the 
utility of each for interprofessional education. 
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IMm^ISCnn'INARY UADERSHIP DEVEDDIMENT 



Priscilla D. Dcwglas, Hi.D., R.D. 
University of Connecticut 

Patricia W. Gillespie, M.P.H., R.P.T. 
American Society of Allied Health Professions 

CSonoeptual Fraanewprk 

Nurturing and developing leadership abilities is the gosd of many 
graduate and educaticral prograios. Newer curricular models and courses that 
si^^port leadership developnent in interdi^iplinary settings should be 
assessed if the allied health professions are to move ahead and assume 
responsibility for their own future. 

Identified skills for leadership develoEment incliide decision-making, 
career planning, networking, and consulting. A mode] that utilizes the 
professionad development seminar format for leadership develcp:nent and 
inclvides the aforementioned sldlls has been in operation 3iiK?e 1981 in the 
graduate pr ogr am of the School of Allied Health Professions at the University 
of Connecticut. The course, is taken concurrently or prior to the 

practicum e)q)erience, provides the graduate student with the opportunity to 
integrate prior learning, examine professional and career goals, develop nev/ 
skills for leadership, and plan a practicum, vAiich provides them with the 
needed experience to meet professional and personeil e)q)ectations « 

Both the course and the program are interdisciplinary and 
multidisciplinary. Screening for potential leaders begins with the admissions 
process vMch inclixJes a personal interview, i^licants are evaluated on the 
following criteria: leadership experience, professional activities, ability 
to set professional goals, and ccnrounication skills. Students r^resent a 
wide range of disciplines, hold a^ropriate professional licensure of 
registration, and have worked in the field for one or more years. 

A recent stu:^ of student characteristics indicated that the model 
student was a 29-year-old female einplqyed full-time with three years of work 
experience in a health care setting. Ihese characteristics cockled with such 
qualities as self-determination and a hic^ level of coranitment to graduate 
school appear to be inportant for success. Students v*o select an 
interdisciplinary approach to graduate studies also value the development of 
skills that promote leadership. 

Faculty who teach such a course must si?3port and demonstrate teaming 
skills. They should represent a health discipline twt must be 
transdisciplinary in attitude. Students should be able to look to these 
teachers as irature role models v4io esdiibit mutual respect for each other's 
unique qualities. In this particular case, the faculty for this course 
included a registered dietitian and licensed physical therapist. Teachir^ 
styles for each was different. At times the learning situation demanded an 
interactive style \diile at other times the didactic approach appeared more 
appropriate. 

Ihe faculty role in the seminar was one of facilitation, providing the 
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enviixjnment for the students to discover and to develop their own direction. 
Values for the individual were clearly inparted as well as individual 
responsibility for growth of self and si^port for the groip. The faculty 
could provide a theoretic franework— a structure— and facilitate the process 
but could not discover for them. Avoiding telling them vAiat they had learned 
and allowing them to articulate the learning was a norm in the seminar which 
is \mlike other forros of hi^er education. 

One roeanber of the faculty team had extensive training in program 
developnaent, health teaming, open systems management, and interdisciplinary 
education. Her learning had been more self-directed and e}q)eriential than her 
partner vSiose education had inclixied scholarly analyses of career development 
and choice in women, androgenous management, theories of success and 
futuristics. Ihis blend of style, content, and format created an open 
environment for the exchange of confidences and ideas that fostered discussion 
and transdisciplinary developroent. Ihe students, in most cases, shed 
parochial attitud e s associated with their disciplines and were able to plan 
for their futures in less traditioned ways. PsQ±icipants in the seminar 
developed new roles, crated Interdisciplinary si^port systems and netvx>rks 
that transcewJed their disciplines. 

Seaninar Design: theoretical Base 

Ihe model xased for the design of the seminar was developed from three 
theory sets. EJ5)eriential learning, systems theory, and planned change, with 
an overlay of career development principles. Ihe mcxilel had to provide 
opportunities for each individual to "discover" their career paths and to 
develop skills in self assessment and planning that would lead to the 
developp>ent of a practicum plan linked with their long-term goals. At the 
same time the model had to facilitate the development of a si^jport system, a 
colleague network. Ihe thread that continued throu^iout the seminar was a set 
of activities that had the goal of expanding and extending the horizons of the 
students toward the direction of leadership in allied health. 

Each session had three ocraponents: an esqperiential learr'iig activity 
that ccDibined individual work and feedback from the group; a cognitive section 
with discussion of the israes in allied health leadership development and the 
methodology of action researdi; and finally an opportunity to reflect on the 
learning that took place with the group and to note this outcome in a journal. 
Eacii section ,incli:sded activities designed to build interactive skills for the 
development of a colleague network. (See Appendix) 

Ihe basic idea for the design originated with a workshop/laboratory 
designed by a grtxp of faculty from the National Training Laboratory institute 
entitled "Ihe Individual and the System" first offered in 1977. Ihe 
laboratory was designed with the purpose of assisting the participant to 
become a '"more fully functioning individual." Ihe basic goal of the lab was 
to develop a perspective from vMch we can better manage the many worlds we 
live in." Ihe program was designed to deal with "the paradox and conflicts 
that occur at the interface of the individual and the nary systems that we 
live in, that we influence, and by viiich we are influenced."^ 

Ihe first theory comes from a developmental interpretation of leamii^g 
theory uescribed by Wolfe and Kblbe^ where learning is viewed as the central 
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11^^ and the core process of develojment and the active/reflective 
process Is a major dimension of coc^nitive growth. Die difference between 
leand^ by merely a develojaental prooess'^is viewed as a o?lSnum 
^JS^^' ^'^^^ ^<=P»ent is characterized 

accepts the coSlexities^ S human 
existence. Too often, we as faculty felt that the driving forces for learnSa 

^ SM^iSK"^ to the :^ stresses in^^ ^ 

^^lr.^^^°^.^^ ^ ^ ^ ^^si^ Of clSTar^d 

^Sf„S^?^ 2?^' ^ ""^"^ °" ^ and finally the active 

SSSSSf^S?l2^ was exemplified in the developing plan. It too, 
^ded a concrete experience vdiicSi closed and continued the develcj^ 

sociafiiS^ set was^^ounded in systems theory as it e^lies to 

SiSu^S^;. "opai systems planning" to affect cha.-^e Same the 

^ ^ seminar. The approacii was selected because it was dear that 
^sbjdent was involved in multiple social systems.^Se ^i^^,^ 

Qti establishing a fit between the individual and one ^ 
organization, this graduate seminar had to emand that view to include thP 
mai^.^ganizations or "detains" described in^t^^w g 
realistic picture of the world in which they live. -mTSaSc^^^ Len 
system with flexible bou«3ai-ies allowed thS conc^taaliSSS^ ^.3 

cvcrf-n^® a^ ^ conc^>tualize the impact of these multiple 

systems on th^ lives and analyze their responsesTcie focus for the aSion 
planning was the practicum althcu^ sane students broadenedit to the 
^e^g^of^a career path. Each session followed the st^ in the action 

Finally, the principles and sane of the techniques of career olannim 

SS^; IS^'. ^ incS^^e^ 

biographic data of significant events. A series of self assessment 
ins^^aite w^ used to assist the students in identifying strengths, 

ni^^ ^ ^® °" ^® preicticum grounded them in the "here and now " 
SSS^hJ^^fSlf^' ff Sf=«ssary to reinforce the concept of choice. 
EamirLmg the blocks to risk-taking and encouraging them to view their lives 
creatively was a constant thread. ^ 

v,,,-i^'?f^°* 5® seminar, the design eitiEiiasized the iitportance of 

building a si^rt system and a colleague network. Developii^ communication 
^"SiJ^ process skills, feedbacik, and consultation skills were all 
• ^^f°^' * f foundation of transdisciplinary activities was 
grounded in strong relationships, and comraon professional goals. 

• 1 ^ cognitive de/elopment of the students, each session 

i^iS^tS^^iS"* 2? ^^"^ ^^^^ ^ the future of allied 

health education and practice, women in leadership roles, to concepts of 
social change and interpersonal growth. Descriptions of the modelJ and their 
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theoretic foundation were also inclixied. Olie thread that continued throu^ 
all sessions was the referenoe to the dimensions of leadership indicated in 
eacii issue or concept. Inplicitly, the discussion was designed to develop an 
awareness of the leadership roles that each student either would be accepting 
in the future or a lr ead y had assumed. Exanples frcm the ei^jeriences of each 
student were xised in the discussions. 

The final ccanponent of the seminar had the long range goal of developing 
an awareness in eadi student of the leadership function of mentoring. The 
faculty goal was to enhance the value for the role of itentoring throu^ the 
early reference to the individuals who had mentored the student to the si^port 
and consultation th^ provided their colleagues in class as well as their 
current models. 

Evaltiation and Application 

learning in the graduate program has been structured so that the student 
moves toward greater autonooy as he or she progresses toward the seminar and 
the practicum. Biis seminar course has evolved over five years and been 
closely monitored. Both formative and suramative evaluations have produced 
data that shewed a hi^ level of agreement with course objectives. These 
objectives are to; 

1. Formulate and integrate practicum objectives germane to the 
student's academic program and career goals. 

2. Discuss and analyze trends relevant to the field of allied health 
and individual career developaent. 

3. Analyze and formulate expropriate career goals and strategies. 

What students r^rt liking about the course includes group si^port and 
interaction and an openness of instructors and class members to share and 
provide feedbaoik. Almost all the students stated that the course was thou^t 
provoking and provided an ojjportunity to synthesize all that th^ had learned. 

Case study A. 0. illustrates some of the ccramon concerns and issues 
recently seen in our students. These are: the lupact of gender on career 
choice, career ej^ansion anchor extension, value for leadership, risk taking, 
cxaisequences of professional identic and constraints, e.xi continuir^ in a 
system that stifles creativity and growth. 

case Study A. o. 

A. 0. is a 31-year-old medi c al technologist viio worked for some years in 
the transplant service of a large teaching hospital vrtiere she was responsible 
for histoccnpatibility typing. She was very sure that she wanted a masters 
degree and reedized that the laboratory hierarchy holds academic degrees as 
the bench mark of s-jocess and management respraisibility. 

airing the seminar, A. 0. was able to sense the uncerteiinty of her career 
goals and the demands or "domains" in lier life. One process area that 
interested her was an analysis of leadership. The reflection and analyses of 
leadership in women helped clarify the characteristics of her responses to 
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those in the laboratory and her socialization as a vranan, eg. not to question 
authority, inability to take risks, and masking creativity. Tlie use of a 
''Strength Deployment Inventory*' identified her preference for analysis and 
logic.^ However, a subjective assessment of her activities indicated a value 
for the human canponent in the organization. Later in her role as leJx>ratory 
manager she introduced "Quality Circles" in the laboratory as ' participatory 
approach to managanent. 

During this process her perspective changed and she began to analyze her 
abilities and ftcture eiiplqyment opportunities. A need for new challenges and 
avenues for creativity em^ged. A.O. went on to design, plan, program, and 
test a sfystem to record and follow^i?) severe trauma cases. Ihis was the first 
st^ in the transdisciplinary process and moving away ftcm iier earlier career 
as a medical technologist. 

Qgndusion 

Biis course, \ghich has been designed for the e)?)eriences health 
professional, fosters interdisciplinary learning and interaction. All 
learning activities focus on the individual and the forces that inpact on 
his/her personal and professional life. Leadership or leadership development 
is an inportant coKponent of the process for it iitplies mcving ahead and 
taking others t :Ji you. 

What has been gained frcm this model is a greater understanding of 
transdisciplinary process. Wfe believe that before any professional can 
transcend his/her discipline, he/she first must be part of that discipline, 
accept its professional values and ethics, and recognize inherent cotrpetsncy 
issues. 
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APPENDIX 



FROFESSICNAL DEVEIDFMENT 
AN JNIESD JS CIPniNKRY APPROACH 

FIVE SESSIONS: 2 1/1 hours each session 

SESSION I. "THE HERE AND NOW; HOW I GC Q? HERE." 

Pce-work; 

Students will be asked to develop a biography of critical incidents in their 
adult lives that they feel have influenced them. 

Class; 

1. Brief discussion of the st^ in Open Systems Planning 

2. Life Vap 

Students will draw a life vsap of the critical events in their lives and 
Identify the people that have influenced them. 

Each student will be asked to present this map to the class. Ihe stuier±s are 
enocuraged to ask questions and make observations on the trends that are 
evident on the map. 

3. Learning Joumeil 

When this part of the session is catplete, the students vlll be given a 
journal and asked to note the learning that they have eiqjerienced. 

Rgpcse; 

Iha m ajor objective of the session is to begin to build an open climate for 
oconunication for the students to share their lives as the/ have been and are 
now. This hopefully will have tl?e outcome of a hei^tened awareness of the 
simil' .Ity of their career paths. 

Secondly, it will begin to provide an analysis of the trends in their lives 
and the factors that have she^jed and influenced them. 

Uiird, the use of a journal will help to identify- the inpact of the 
ejqjeriential learning by a reflective process frcan vghich basic concajts or 
theories can be identified. 

Finally, the use of the gxxxop as a facilitator of learning will encourage each 
Individual to begin to participate in the developnent of a si^port system. (5) 

SESSION II > "THE HERE AND NC3W; WHAT'S ARJUND ME; " 

F te-^rk; 

Each student will be asked to conplete a personal assessment using an 
Instrument like the Strength Deployment Inventory. (6) 

Purpose; 

Bie Inventory is designed to help assess the strengths used in relating to 
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others under canditiois things are going well and when there is conflict. 
TWO acSditional conponents of the instrument series provide feedback from 
others and identify the rewards of a given position based on the interpersonal 
requireinents of the position. 

Class; 

1. Increased Self Aitereness 

Students will s^jdoce viiat they discovered with the personal assessment 
instrument. C^aestions to use to stimulate discussion are: Are there axry 
surprises? Is there congruenoe between how they perceive themselves and how 
others perceive them? 

2. Open Systems; Fit Between Individual and the Environment 

Students will draw a diagram of the various "dcmains" or systems that are 
acting on their lives. The \ise of a circle with the individual in the center 
and the forces depicted on the outside is a helpful Bcde. The diagram should 
reflect, the intensity as well as the identity of the external influences. The 
diagram should 2lLso reflect the response to these forces in terras of percent 
of tilde and effort, conflicts, congruences, interd^jendencies, joy, and pain, 
etc. 

Agadn, each student should share this with the groip esqpledning the forces aixi 
the responses. 

3. Discussion of the research and the issues that are cxOTacai to wowen in 
leadership positions, the trends in the rallied health professions, and 
adult learning. 

Purpose; 

The major purpose of this session is to have the stidents achieve a realistic 
picture of their lives, their modes of behavior from both their own eyes and 
those of the class. It is ccramon that they will realize the similarities 
rather than the differences. 

SeconiLy, frm the research, they will achieve further validation of their 
position. 

The sharing and writing in the journal will continue the process of building a 
si^^port grocp and reinforcing the e35)eriences. 



SESSKXf III. "WHERE AM I GOING?" 
Pre-wrk; 

Students should come to class with same e^^licit statement of v*iere they think 
th^ are going—a direction, a goal, or a mission or purpose. 

Class; 

1. Trends and Direction 

Students will review the '^p" and the systems developed in the first two 
sessions with a statement of where they think they are going. The student 
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vrill cxnplete the statement, "As I see I am headed towards. . ." 

2. career Goals and Practicum Objec±ives 

Students will state the goal that they have as they see it now. This may be 
on a continuum from very vague to very specific. A description of their 
pcacticum objectives would also help. 

Finally, they should addres,s the question with the graap, "If nothir^ 
different ha^jpens vAiere will I be in ( ) years?" "Is that where I want to 
be?" Is there a connection to the practicum? 

3. Discussion 

«ie planning process will be disaissed with a theoretic reference to direction 
planning as opposed to goal setting. Further discussion of the barriers to 
human developojent, to learning, and to change is helpful. Too, discussion on 
the power, influence, and choice that we nave as individuals will hopefully 
en|x»wr them to explore options. 

Purpose; 

Ohe major objective of this session is to clarify the probability of achieving 
vdiac they have set as goals or to point out the direction that they are 
headed. It is inportant that no valviative ccciinents be made by facull^ or 
other students, just observations from the data presented. 

Secondly, it is hoped that the discussion will help to clarify the opportunity 
that each person has to make a choice about their career path. 

Ciird, the congruenoe between the goals and the graduate program practicum 
plans developed ty the student will ground them in the "here and now" and 
establish connections between the p rogr am and career. 

SESSION IV. "WHAT DO I WANT 10 BE? PLANNING FOR THE HTTURE; PLANNED CHANGE" 

Pre-work; 

Students should cone with an analysis of their status, their plans, and some 
ideas or strategies to aococplish their goals. A work sheet hi^i^ting the 
questions frcm the previous sessions including a matrix of ooals, strategies, 
and "next st^" is helpful. ' 

Class; 

1. Discussion of Planned Change and Change Theory. 

2. Action Planning 

In diads or triads, students will share the analysis of their status and 
action plans. Each student in the small gnxp will be p^>ected to provide 
feecabacik as consultants on the plan. Efforts are made to cjncourage trying at 
least two or three new ideas. The action plan couIq include two dimensions: 
the practicum and the longer range and career plan. 

After this exercise, it would be iaportant for the students to share their 
impressions, conclusions, etc. with the entire group* 
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Purpose: 

Using several approaches to change and personal growtli, the students should be 
aware of the process needed to make choices about their future, vihether 
Immediate or long-term. 

Seconaiy, the value of looking at themselves throu^ the eyes of their 
colleagues should have the effect of broadening their vision and, therefore, 
the options that could be open. 

Third, the process design continually reinforces the building of the si:?)port 
system \ghich transcends discipline. 

Finally, the process? of consultation and feedback will build skill in the 
future activities of being a mentor and a leader. 



SESSION V. »'TCM3RRa w T WTTJ. STMCT BY. . . ; IHE ACTION PIAN*' 
Pre-work: 

Ihe plan should be finished. Included will be measui-es that the student 
selects as indicators of acconplishment. 

Class: 

1. Review Oonoepts of Evaluation and Assessment. 

2. Eresentation of the Final Plan. 

3. Self-Assessment of Learning and Inplications for the Future. 

4. Plans For Follcw-U^ of the Si^iport System. 
Purpose; 

This session should enphasize the carpletion of one step in the planning 
process focusing first on the practicum plan as the '"here and now*' and then on 
a value for continued growth. 

The focus on the learning process should eirphasize the value of e^iperiential 
learning as a base for action research as well as for personal and 
professional develcptient. 

Finally, the iitportance of nonitorii^ and evaluation of the plan should 
include all the involved social systems. 
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1HE INFLUENCE OF FORMAL PREPARATION 
FOR INTERDISCIPLINARY TEAMWORK 
TEAM KNOWLEDGE lEVEIS 

Sonya Monroe-Clay, M.S.W., Ed.D. 
Governors state University 
University Park, Illinois 

The literature in the health care f islds is replete with evidence that 
teanRjork can greatly inprove the service provided to clients and patients as 
well as the satisfaction of the team members themselves. 

Yet it is also clear that interdisciplinary health care teams often 
function poorly. Mailidc and Ashley (1981) identified prcblems in octtibining 
collaboration activities with advocacy for clients. Problems involving a 
hierarchical model and physician dominance have been described by mariy, 
including Dingwall (1980) . Differences in time orientations causing conflict 
and misunderstanding among members of interdisciplinary teams are noted by 
Huntington (1981) . Evers (1982) observed that only in a few cirx:Mmstanoes did 
care of the geriatric patient match the positive images of teamwork portrayed 
in the professional literature. Greene (1984) identified obstacles to 
effective collaboration between child psychiatry and pediatrics. These 
included different time constraints, different orientations concerning 
diseases and a^res, and rotating schedules. So, there are often difficulties 
in operationalizing an effective model of collaboration in health care teams. 

Preparation for Teamwork 

Team conraunication, understanding of differences in professional 
cultures, relationships, role assignments, and ultimately, team delivciy of 
health care can be inproved. There is substantial evidence that te^un 
building, education, and training do facilitate effective collaboration. 
Papers presented at this conference over the years attest to the usefulness of 
a wide variety of models for enhancing the skills of members of 
interdisciplinary health care teams. 

The axithor's ei^jerience in social work practice, research, and adult 
education has oonvinoed her of the utility of an "ecological perspective" in 
health care and professional training. The tem "ecological perspective" 
coined by Germain and Gitterman (1980) connotes a vision of the individual as 
"person-in-enviranment." This is a particularly meanii^ful way of 
conceptualizing the oonplex vAiole of the practice sit:uation. It is readily 
^licable to all levels and contexts of health team care. 

m her early writing, Perlitan (1957) discussed the "physical- 
psychological-social, past-present-future" configuration of the person. Her 
reference to the dimension of time provides a means for further illuminating 
the conc^jtualization of the human lives professionals encount:er in health 
care. It is this tot:ality of biologic, psychologic, cultural, social 
structural, and past-present-future persona vMch must be considered in any 
attenpt to understand individuals and grov;^.-* of patients and clients. 

It is this same gestalt to vAiich educatxjrs and practitioners must relate 
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in preparing laen and woroen for effective interdisciplinary team practice. 
This fraraa of reference provided a basis for the author's belief that 
pr^)aration for successful interdisciplinary health teaitrwork is probably most 
useful x^hen it is nooltidlinensional and multilevel* Health care professionals 
need to be e3$)Osed to team learning and development e}?)eriences on at least 
three levels: 1) the preservice level in the classrocxn; 2) during clinical 
internships; and 3) in subsequent professional practice. Teamwork preparation 
must also be miatidimensional. It needs to take into account bicpsychosocial 
system inflxiences and tenporal effects. It should allcw for sensory-motor as 
well as cognitive learning (Ehcwles, 1978; Lovell, 1980). Process should be 
enophasized in an environment promoting inquiry and risk taking. 

This paper r^rts on an atteitpt to assess the effects of a team 
pr^>aration strategy that occurs on one of these three levels in the classroom 
prior to full professional practice. It cotpares the team knowledge scores of 
social work students exposed to a imiltidimensional (didactic, laboratory, and 
field) teamwork course with students enrolled in a human resource management 
course. In the latter, students were expected to acquire and apply knowledge 
of health administration issues and concepts. Enhanced understanding of 
individual and organizational behavior were expected outcomes. 

The Team Education Model 

The course in teamwork evolved out of team training e}q)eriences v*uch the 
author developed during the late 1960's and early 1970«s viiile on the faculty 
of the University of Illinois Sciiool of Social Work in Urbana, Illinois. This 
first model of team trainiiKf and development with graduate social work 
students was e3q)erimental, process oriented, and exteitporaneous. It included 
role playir^, groip analysis of actual work with clients, videotape feedback, 
and team discussion of team issues and concerns. 

Over the years the model evolved into a formal course tau^t in the 
undergraduate social work major at Governors State University. This course, 
referred to in this report as TMW, is open to undergraduate and graduate 
students, the majority of whom are at a preservice level of professional 
develqptoent. It is required for all social work students but occasionally 
attracts students from counseling psychology, education, communication, and 
nursing. The author provides instruction for the course, primarily serving as 
a facilitator and guide. In the course students stody four critical 
dimensions of team knowledge: 1) Personal-^Interpersonal; 2) Team Environment; 
3) Team Processes; and 4) Team Leadership* This conceptualization of Team 
Kiowledge developed by the author throu(^i previous research, is e)?)lored in 
lectures, class discussion, personal introspection, library research, value 
clarification, and various laboratory exercises designed to immerse students 
in simulated team experiences. For exairple, students analyze their own 
interpersonal relationships orientation and their attitude tcward themselves 
in relation to the world and others. They work on team problem-solving, 
cominunication, decision-making, and conflict resolution skills among other 
teamwork taskf^ . Learning experiences are augmented by videotape feedback and 
analysis, wrix:ten examinations, and a substantive field project which requires 
that a student team conduct an observation and analysis of an actual health or 
human services team. Students also engage in a peer assessment of the 
behavior of fellow team members. 
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Studarts have generally evaluated this course experience as tDositive and 
infornative. Mary of those vdio function on teams at work or as volunteers 
report that the class significantly enhances their understanding of team 
<^l^namics and their cwn functioning on those teams. When students enter field 
plaoesnents, the culminating learning e}q)erience at the end of their social 
work program, the learning fron this class is frequently cited as facilitating 
their team performance in the field agency. Positive as these reports have 
been, they did not provide a scientific measure of student acquisition of team 
knowledge. The research on vMch this report is based is a consequence of the 
recognition of that fact in evaluating the course. 

This study focused on a measure of team knowledge on a cognitive level 
rather than through measurement or evaluation of team behaviors. However, 
behavior is an lirportant part of the learning ejqperience in the course, and as 
such, contributes to the knowledge scores. 

The human resource management course is a graduate course .in the health 
administration major, hereafter referred to as HRM. Lecture and class 
discussion are the primary modes of instruction and learning. For this 
particular class there were weekly reading assignments, three major 
examinations, and, in class, students engaged in analysis of exanples of 
personnel administration problems. The instructor focused on helping students 
to recognize ♦ ^t althow^ there are certain goals they need to achieve as 
managers, they must acocniplish these in the face of many pressures. These 
include institutional demands, enployee morale, and the legal ramifications of 
their decisions and actions. Althou^ facilitating effective teamwork was not 
a stated goal of this course, students were esqiected to apply human resource 
management and organization theory to individuals and groups they would 
enccunter in various types of teams. Students were ejqjected to learn how to 
^ly human resource management and organization theory to real-life 
situations. 

Methodology 

This stud/ is part of an ongoing investigation of teamwork knowledge and 
skill develcpnent conducted fcy the author over the past several years. 
Pqports of the earlier res€'arch on viiich it is based may be found elsevdiere 
(Monroe-day, 1986). 

The Team Khcwledge Survey was administered to the students in the two 
courses at the beginning of the course and again at the end. Students could 
enroll in either course at almost any point in their program. Both courses 
drew students flxm several differct health and human service majors; althou^ 
the teamwork course included a majority of social work students. 

The Team Knowledge Survey was developed by the author and used in 
previous team studies.. This instrument, consisting of 49 Idkert-type items, 
provided a global team kna;ledge score for eacp. subject. Four scales embedded 
into the instrument examined knowledge and skill in the personal- 
interpersonal, team environment, team leadership, and processes 
dimensions. Scores were provided for each of these dimensions. Items 
requesting self-reported descriptive information were also included in the 
instrument. These focused on education, age, race, gender, previous team 
eJ5)eriences, prev.ia;s pr^>aration for teamwork, and professional field. 
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There were three major questions addressed in this stud/: 1) Does formal 
preparation for teanwork significantly influence team knowledge levels? 2) Is 
there a sigixificant difference in the team kncwledge levels of subjects v4io 
have some formal preparation for managing individuals and grxxjjs in 
organizations? 3) Are there factors other than class e}q)erience which mi^t 
influence team knowledge levels? 

The hypotheses eaoaerging from these questions vere as follows: 1) Students 
exposed to formal team learning e)qperiences will obtain higher team knowledge 
scores after that e}qposure than before such e>q)erienoes; 2) students v*io have 
had a human resource management learning e>5)erienoe vihich does not include a 
focus en teams or teamwork, vdll have similar before and after team knowledge 
scores; 3) Students engaged in normal team learning e}q)erienoes will obtain* 
higher team knowledge scores on post-tests than those v4io are provided a 
learning e}^)erienoe ir. human resource management; 4) Certain individual 
characteristics of students in both the team class and the management class 
will be related to team knowledge levels. 

T-tests were used to cortpare the means of the two grocqps; F-tests were 
used to ccanopare differences between the groi^ means of the pretests and post- 
tests of both groiqps vAien selected individual characteristics were examined. 

Findings 

nie pretest was administej.-ed to 17 students in the HRM course; due to the 
absence of one class member, 16 students completed the post--test. Tlie pretest 
and the post-test were administered to 24 IMW students. Ihis very small sample 
size requires that results be viewed as specific to these groups only. 
Nevertheless, they can provide useful information pointing toward future 
iw/est igat ions . 

Table 1 indicates that both classes had similar distributions of men and 
woitven, and followed a typical pattern of women haviirf greater representation 
in the allied health and human service fields, ihe IMW class was a somevAiat 
younger grocp than the HRM class. The HRM class had slightly more previous 
team preparation e55)eriences than the teamwork class, as well as more team 
esqjerience and longer membership on a current team. Members of the HRM class 
had also attained a hi^er level of education. 
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TABLE 1 

FRDFILE OF THE SAMPLE BY SELECTED DEMCXSRATHIC affiRACTEJUSTICS 



wil iCU. LASX 












XVvrl 


•6 


WT7M 




Gender 














/is 


12 


70.6 


Men 






c 
O 


. 4 


Acta Paiytp 










<20 


0 


0 


0 


0 


20-30 


11 


45,8 


4 


23.5 




1 0 




o 


4 / . 1 


41-50 






A 
% 


. O 


Rl— ^0 


n 


U 


1 

1 


0.9 












Asian 


2 


8.3 


2 


11.8 


Black 


11 


45.8 


6 


35.3 


nauXV6 iuIurXCan 


1 


4.2 


0 


0 


ijaucasian 


ft 


37.5 


8 


47.1 


rxevxous iTeaiu rixpeinenoe 










rjxiau Gjqpejrience 


/ 


oft o 
29.2 


3 


17.6 


V/Hce cetore 


5 


20.8 


1 


5.9 


ivnce jDerore 


4 


16.7 


1 


5.9 


inree or more 










times before 


8 


33.3 


12 


70.6 


Previous Preparation 




















no prtvicus 










pjLcpclLClUxUn 


14 


CO o 

bo. 3 


7 


41.2 












or ouner Lorms 










4 4^p4 /*h iskl 

UL JJXlXVXuUcLL 










ouuuy 


o 


1^ .O 


3 


17.6 


Short-Tern 










Seminars 


6 


25.0 


4 


23.5 


Length of Membership 










on this Team* 










6 mos. or less 


13 


54.2 


4 


23.5 


7 -12 nos. 


3 


12.5 


2 


11.8 


13-18 mos. 


2 


8.3 


1 


5.9 


18-24 mos. 


4 


8*3 


1 


5.9 


>24 mos. 


2 


8.3 


5 


47.1 
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TABID 1 (Continued) 



Characteristics Class 



ERIC 





IWW 


% 


hRM 


% 


Educatic»jal Backcfround 










Hi^ School or 










bela<r 


0 


0 


0 


0 


TVio-year 










college 


20 


83.3 


0 


0 


Bachelors 


4 


16.7 


15 


'Id. 2 


Masters 


0 


0 


2 


11.8 


Doctorate 


0 


0 


0 


0 



Note : Peroentages may not total 100 percent due to missing cJata, 

^TSiis item refers to any current team membership and was e^^lainod 
to subjects prior to administration of the survey. 

Table 2 ani Table 3 shew the team la>cwledge levals for both clcisses and 
the results of the T-tr^ for signj.f ican-re. 

There were no statistically significant differtijces revealed between the 
pretest or the post-test TMW and HRM knowledge scores. The TMS/J global 
knowledge scores increased by five points and the HRM by two points from 
pretest to post-test. Each of the team knowledge dimensions revealed sli^t 
increases of one or two points, except for the Personsd-Interpersonal, Here, 
there was a very sli^t decred*:je. None of these were statistically 
significant. It is interesting to note that in this diinension the TMW and the 
HRM post-test means were identical. 

In Table 4 selected sample characteristics were examined in relation to 
their possible effect on team knowledge pretest and post-test scores. 
Education, length, and e5q)erience were selected for analysis because they were 
identified as having a strong likelihood of affecting team knowledge levels. 

For pretests. Team Processes was the primary team knowledge diitiension 
indicating possible effects of the characteristics of education, length, and 
e^q^erience. It is noted that the highest possible scores for global team 
knowlecJge and for each of the sub-scales were considerably hi^ier than the 
maximum achieved by the stud/ sairple. If scores at this maximum or above are 
classified as hi^, scores from the mear* to this point as moderate, and scores 
below the mean as low, then the stiidy sample might be characterized as having 
low moderate knowledge levels. 
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Tl£LE 2 

GIDEAL TEftM MWWIEDGE lEVEIS PCJR 1MW AND HRM CIASSES* 





N 


X 


sa 


T-val^ie sig. 


All Classes 


41 


124 . 585 


20.915 




TMW (pre) 


24 


123.792 


18.571 












— .y/ .jj/ 






T OQ TOO 


lo • Uoo 




HEM (pre) 


17 


125.235 


16.705 












. OO • / UQ 




17 








TMW (pre) 


24 


123.792 














-.26 .800 


HBM (pre) 


17 


125.235 


16.705 




OMW (post) 


24 


128.292 


13.063 












-.22 .825 


I3M (post) 


17 


127.313 


14.416 





*Maxlinum possible points for global team knowledge = 245. For this saitple, 
mi n imm was 0; maximum was 156. 



TABLE 3 

LEVELS OF TEAM KNCWLEDGE DIMENSIONS 
IMW ana HRM CLASSES 

Khcwledge Dimensions N x sd T~value sig. 



Person&l-Inter pe-^-vaial 

TMW (pre) 24 38.125 5.144 

HRM (pre) 17 3*7.411 6.011 



IMW (post) 24 37.250 4.296 

HRM (post) 17 37.250 4.025 



.41 .694 



.0 1.00 
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Table 3 (Continued) 



Kicwledge Dimensions 


N 


X 


sd 


T-value 


sig. 


Team Environment 












mw (pre) 


24 


18.5833 








HFM (post) 


17 


19.9412 


3.269 


-1.01 


.290 


INW (post) 


24 


19.125 


3.651 






HBM (post) 


17 


19.937 


3.130 


— 73 


ATI 


Team Leadership 












1MW (pre) 


24 


22.0417 


5.974 






HRM (pre) 


17 


20.5294 


5.173 


.84 


.404 


1MW (post) 


24 


24.2083 


4.969 






HRM (post) 


17 


22.0000 


5.112 


1 36 




Team Processes 












IMW (ore) 


24 


47.2083 


6.613 






HEM (pre) 


17 


49.6471 


6.480 


-1.17 


.248 


TKW (post) 


24 


49.9167 


5.216 






HRM (post) 


17 


50.3125 


6.590 


-.21 


.834 



For the pretests, v*ien the IMW Team Processes Scores were e>camined 
neither education nor e^qperience seemed to have an influential effect. 
However, length of membership as a separate effect was significant at a 
probability level of .026. Ihere were no significant combined or two-^y 
interactive effects. The interactive effects of length combined with 
e3q5erience for the HRM class influenced Team Processes levels. Here an F- 
value of 6.904 was significant at the .039 level. In ac^-^*-^ ^.ion, length of team 
membership, vAien education aiid e^qperience was held const , was hi^y 
influential on Team Processes scores, with an F-value of 11.971, significant 
at the .005 level. Previous e:qx>riences seem to '"wash out" as having an 
iirportant influence. 

The 'x*'lW class also showed some influences of characteristics on Team 
Process Kiowledge scores, but effects were not interactive. Length of 
experience again shows a statistically significant effect, the F-value of 
5.019 having significance at the .026 level 
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analysis of variance of team knowledge levhs by 
educahoi, iengtk of team membership, and previous 

EXPEEHENCE 

Effects F-value d.f. Significance 



Pretests 

Class TEAM PROCESSES 



min Effects 2.752 7 .080 

EcSucation .285 l .606 

Length 5.019 3 .026 

E>?)erienoe 1.950 3 .192 

2-way Interactions .874 5 .535 

Education & Length 1.776 2 .224 

Length & Es^serience .360 3 .783 

HRM 

Ifain Effects 6.F>72 8 .017 

Education .050 l .831 

Length 11.971 4 .005 

Ej?)erienoe .693 3 .581 

2-Wav Interactions 6.904 1 .039 

Length & Experienx 6.904 1 .039 

Post-tests 

(Global) TEAM KNCWIEDGE 

Main Effects .181 9 .990 

Educaticxi .114 2 .893 

Length .268 4 .891 

Ej^jerienoe .258 3 .854 

2-way Interactions 3.229 3 .082 

Education & Length .933 l .362 

Length & Experience 4.126 2 .059 

Class TEaM lEADERSHIP 
IMW 

Ifain Effects .3P0 9 .909 

Education .985 2 .415 

Length .206 4 .228 

Ejqperience .034 3 .991 

2-^^v Interactions 3.656 3 .063 

Education & Length 1.144 1 .316 

Length & Ej^jerience 4.737 2 .044 
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Table 4 (Continued) 



Main Effects 

Education 

Length 

Experi&nce 

2-waY Interactions 

Length & E}^)erience 



2.244 
8.688 
.771 
.678 
4.870 
4.870 



8 
1 
4 
3 
1 
1 



.194 
.032 
.588 
.602 
.078 
.078 



TEAM PROCESSES 



Mg in Effects 

Education 

Length 

E>^>erience 

2-waY Interactions 

Education & Length 

Length & E>q}eriences 



.608 
.276 
1.093 
.140 
4.171 
4.662 
3.331 



9 
2 
4 
3 
3 
1 
2 



.763 
.766 
.422 
.933 
.047 
.063 
.089 



Bost-test:s shewed influences in global team knowledge scores for the TMW 
class. Neither education, length of membership, nor pre^dous team e)5)erience 
seemed to inflxience knowledge levels separately. However, the interaction of 
length and es^ierience did affect these scores with an F-value of 4.126, 
significant at the .059 level. 

Team leadership scores revealed the influence of educational background. 
An F-value of 8.688 was significant with a prdbabi3.ity of .032. Althou^ not 
statictif-raiy significant, a two-way interaction between length of team 
menibership and previous experience was interestii>g, with an F-va3ue of 4.870 
and a probability of .078. 

Team Prtx«ss scores reflected influences of certain characteristics on 
the post-tests of the IW class. Two-way interactions of education, length, 
and experience resulted in an F-value of 4.171, statistically significaiit at 
the .047 level. 

Summary, CoBiiments,^and Conclusions 

There are those who would argue that team knowledge and skills are 
learned best throu^ actual team experience. Others believe that such a 
stance leads to f'jtve wasted in atteirpting to salvage the results of conflicts, 
inefficiency, and other problems of unsuccessful teams. 

The fact that the HRM course was graduate level and the TMW course an 
undergraduate/graduate course did not initially appear to be a critical 
difference, students can enroll in both courses ». - any point in their 
program. The course content did not appear to be greatly different in level 
of sophistication, ccurplexity, or requirements. Althou^ student 
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characteristics were not viewed as uniirportant, the primary focus of the 
research was on the influence of course content on knowlecage levels. 

Findings reveal that the ecologic perspective is _ideed relevant as the 
author postulated early in the report. Course content is definitely not the 
only variable influencing outcomes. Respondent characteristics v/ere found to 
have seme iicportant influences on res'olts. These characteristics reflected 
the mpact of other variables such as previous experience on teants. Althou^ 
we do not knew the direction or nature of these inflxaences we mi^t 
tentatively assume that they made a positive contribution because of the 
direction of the scores jAien tested through an analysis of variance. 

"Ihe HPM was older, had achieved a higher educational level, and had rcore 
training for teamwork as well as inore actual team experiesyx. Hie fact that 
there were no statistically significant differences between the two groips 
mi^t be interpreted ai^ reflective of the success of the 'HW class. In spite 
of a major difference between the two teams in professional e)q)erienoe, the 
ycwnger, less pr^)ared, mostly preservice students achieved team knowledge 
levels not greatly different fron the advanced, mostly professional students 
with more actucil team e35)erience. 

Yet, both classes began with very similar knowledge levels; post-tests 
pealed differences among them, but these were sli^t and not statistically 
significant. The- lojf/-moderate knowledge levels of both groips can be 
oonstnied in some ways as si53portive of the author's belief that the 
developnaent of team skill and knowledge requires varied and multiple 
preparation strategies. Pr^)aration for teamwork which focuses on the 
cognitive level is, based on this assuirption, insufficient for the acqiiisitian 
of hi^ levels of team knowlecSge. 

Wfe mic^t postulate that both classes had sotoe modest inflxoence on team 
knowledge levels. Yet, this conclusion seems to be too siirplistic. 
Additional assessment of the learning in the courses mi^t r iveal difference 
in knowledge and skill acquisition which were not identified throui^ the 
instrument. For exaxiple, ejqjeriential, process oriented assessment measures 
of teaming behavior mi^t augment the team knowledge survey and greatly 
enhance xmderstanding of what learning is actually occurrii^. Also, 
evaluation, perhaps longitudinally, of the team behaviors of the members of 
actual interdisciplinary health teams using varied assessment methods, is 
another possible direction holding promise for meaningfta and useful 
infomation about team knowledge, its transmission, and ways to enhance its 
application. 

Finally, the small sairple size will not permit generalizations beyond the 
two classes. Because of this, the findings have been presented for heuristic 
purposes, hopefully leading to a point of departure for additional hypotheses 
and researdi. Evaluation of larger sanples, different team preparation 
strategies, and students who are diverse as well as those \Aio are similar to 
one another are all possible fruitful in'/estigative directions. These studies 
should simply much work and, hopefully, many rewards for researchers, 
educators, arA practitioners. 
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INTERFROFESSIONAL EDUCATION FOR TEftM PRACTICE: 
SUBSTANCE AND SYSTEM 

James 0. Billies, Ri.D. 
The Ohio State University 

Maria C. Julia, Eh.D. 
CMo Department of Health 



Much of the observation of a third century ago holds true, recjiettablv. 
today: ' ^ n 

...Students in medicaa school, nursing, social work, law.., public 
administration and the graduate d^- '^nents of the social sciences and 
humanities are being inculcated each with a different oanc^icjn of human 
nature, of human conduct, with different beliefs, assumptioa«=, 
expectations abcut people. . . These students are goi:^ out to practice. . . 
with \<hat Veblen onoe called the "trained incapacity of specialists' 
imable to ccraraunicate or collaborate in their practice or even to 
recognize vAiat other specialists see and do (Frank, 1954, p. 90) . 

While such pointed and historically well earned criticisms have persisted 
in varying forms (Bartser, 1978; Yarmolinsl^, 1978) , increasingly the human 
service professions have acknowledged such critiques and have developed a host 
of interprofessional collaborative arrangenents to improve communication, 
decision making and cooperative action. Ihese interprofessional arrangements 
have resulted to a large degree in formal aid ad hoc interprofessional teams. 1 
Such teams have multiplied in response to many diverse and sometimes 
contradictory forces—not only the above mentioned acceleration of 
professional specialization and fragmentation, but consumer revolts based on 
mounting public recognition of many uncoordinated services, as well as general 
increased in size and coiplexity of organizations rendering service provision, 
and broadened conceptions of the interrelated nature of human problems and 
thereby the need for ccnprehensive professional approaches. As a consequence, 
interprofessional teams are observed operating today within and soraetiraes 
bt^tween human service settings such as (to name a few) hospitals, schools, 
rehabilitation centers, court systems, mental health agencies, public health 
programs, child guidance clinics, health maintenance organizations, industrial 
sites with employee assistance programs, health and welfare planning bodies, 
and prisons. 

Perhaps of even greater interest is a view to the future (if a recent 
prediction by scholars of interprofessional teamwork has not »ilready becomp a 
part of our present) : 

. . .it is hi^y prctoable that teanwork is likely to beccsme more 
ijiportant in the years ahead. The movement toward specialization 
will accelerate, and the knowledge base of the professions will 
continue to ejq^rd. An Increasing specialization means a continuing 
need for coordination. Thus, to avoid the problems inherent in the 
fragmentation of services, sane form of t«.am approach will be 
demanded (iXicanis and Golin, 1979, p. 169) . 
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Basic Assurnptions 



A few basic assunptions enables the drawing of a relationship between the 
forenoing introductory ocraments as to past, present and future nped for 
inproved interprofessionad teanMork and the discussion of the pil jionenon of 
conoenv— interprofessional process-that is to follcw. 

A first assumption is that both £$3propriat& trtilization of an 
interprofessional team e^sproach and successful achievement of desired outcomes 
are heavily dependent upon a cognitive grasp, sensitive understanding and 
careful haixSling by human service professionals of a number of specific and 
ccnplex dyr^aoics conceptually grci$)ed under the generic label of 
interprofessioned process. Broadly conoeived, the dynamics of 
interprofessional pr oess incl\x3e both \diat a team does (its rational, task- 
oriented or goal achxevement functions) and hew it goes about doing it (its 
sc^io-emotional, mcdntenanoe-oriented or self-renewing functions) • 

A second assunption is that in the f oiitation and conduct of 
interprofessional teams, no conpetently pr^ared professional participating in 
a "deniocracY of talents" need feel threatened that his or her area of 
specialization is to be depreciated or ignored. Modem thought and practice 
holds that the process of developoaent of various living human systems 
(including interprofessional teams) require vital bedances between polarities- 
-e.g. differentiation and integration, and stability and change. Thus, the 
distinctiveness of richly diverse contributions from various pi;,)fessionals is 
integral to the success of the interprofessional team as its members 
coordinate efforts to acccnplish changes in hi^ily cccplex situations and to 
sustain those changes vMle moving tcward mutually agreed \jpan objectives. 

From a ccarprehensive inter-systemic perspective, a third assunption is 
that interprofessional process is shaped in wa;^ in vMch neither individual 
team members nor social entities in the team's larger environment — i.e* 
organizational or inter-organizationed host settings or broader social 
institutions — are viewed as absolute arbiters of \Aiat takes place. Much of 
the team process and its results are influenced by individuals and groins 
referred to either as consumers, clients, patients, members, cases, citizens, 
beneficiaries or victims (depending on the professional perspectives brou^t 
to bear on the situation) . Ihus, there is an interlocking, mutually 
interdependent relationship between team members, the host settirg-larger 
environment and the people in vAiose behalf the team functions. 

A final assunption is that the interprofessional team approach is as 
applicable and valuable to teaching and learning the intricacies of 
interprofessional process in university settings as it is to providing carplex 
human services in practice settijngs. In both types of exrfeavors — 
interprofessional practice and teaching of interprofessional process-there is 
a synergistic quality in viiich the outccmes of a well-functioning 
interprofessional team effort can be considerably greater in scope and value 
than the cumulative effects of the performance of individual practitioners or 
educators working separately. 

Key Oonceptsg Process and Interprofessioncil Process 

A c^ ^ option of a human and social process as ongoing, c^nnamic and 
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changing nanifestation of social interaction— "an identifiable flow of 
interrelated events inoving over tiine tcward saine goal or end" (Firench and 
Bell, 1978, p. 68) —is in keying with the just-stated assuirptions. "Process 
refers to the recurrent patterning of changes over time and in a particular 
direction. Biis. • .differentiates process from a series of haphazard, random 
or chance changes that have no connection or interrelationship." (Hoff stein, 
1964, pp. 15-16.) 

Stemming from the basic assuitption and the above general definition, the 
interprofessional team process is conceptualized as consisting of purposeful 
sequences of change-oriented transactions between representatives of two or 
more professions v*io possess individual ejqpertise, but \*io are functionally 
interdependent in their collaborative pursuit of oonmonly shared goals. ^ As 
such, interprofessional process denotes not one process, but a series of 
multi-level, overlappii^ and inter-related sub-processes that often take place 
not only in sequence, but simultaneously. Yet, the sub-processes— often 
depicted as ^teps or stages in the larger process — are more suggestive than 
e)5>lanatory of the dynamics involved. Ihey rely largely on rather global 
categories vftiidi are far fron precise, and they do not integrate adequately 
the dimensions of movement. Ihese formulations do have neuritic value, 
however, in at least implicitly proposing streams of transactions between 
participants that move tcward sane end, that are controlled by antecedent 
phases of the process and they may involve both changes in configuration of 
participation and in the nature of the actions undertaken. 

The interprofessional team process is not thouc^t ordinarily to assume 
such a neat, consecutively staged pattern of movement as to progress 
autxamatically from initied contact and contract stages throu^ problem 
identificatioiydefinition to problem assessment, goal selection, action plan 
formulation, plan iirplementatiorVintervention, goal attainment, evaluation and 
termination. Instead, such a process "often is iitprovised ... in order to 
deal vdth contingencies and to attadn feasible ends in ocatpleting successive 
tasks." (Siporin, 1975, p. 470 i'or escatple, in a fast-paced crisis 
situation a team may er^gc in initial contact, problem identification and 
assessment, goal setting and some intervention activities in such rapid 
suocpession as to make these various concqptually oeyarable behaviors virtually 
indj.stinguishable. Also, in other instances, having passed throu^ such 
stages of a process, a team may re-set goals based on evaluation of prior 
interventions and then repeat certain previous phases of the process before it 
advances further. 

In brief, a central chromic of the interprofessional team process is 
thou^t to be a form of consensus between te'^ members that reflects neither 
extreme of perfect unison nor of laribridled ocnflict. Ihis central dynamic has 
attributes, instead, of a democratically-oriented flow of transactions viiich 
make possible free cawmmication, full participation and a sufficient level of 
agreement to lead to a concerted series of collective decisions and actions. 

Interprofessional Sub-processes 

TWO of the phasic or process models of teamwork illustrate the 
considerable differences in ideal type of interprofessional process. Ihe one 
model dqpicts a continuum of increasing intensity and ccmplexity of 
cooperative working relationships that might be e)?)ected to evolve in a 
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basically cxmsensual process between interprofessional team members. The 
continuum fraoa less to more cooperative relationships is one of movement from 
1) aoqualntanoeship to 2) exchange of information, 3) consultation, 4) 
referrals, 5) plamirg and coordination, 6) concurrent cooperative service and 
7) joint operating re^xaisibility (Kramer, 1956) . Cie second mcxJel begins 
with much the same initial stage as the first mcxSel, but then di^>arts to 
emphasize a different set of sub-processes that does not despite a steac^r, 
forward moving progression found in many interprofv Visional mcxJels. Here the 
evolxitionary process of the teaxDf is represented as one of 1) becoming 
acquainted, 2) trial and error, 3) collective indecision, 4) crisis, 5) 
resolution and then 6) team maintenance with "shared acJoxwledgement of team 
tasks. . . [and] awareness that multiple variables influence grwp efforts to 
work together..." (Lowe and Herrantn, 1981, p. 4). 

Becaxise of the dif ferenca in enphasis in the various models of 
interprofessional team proc^, as reflected in these two exaitples, the full 
range of sub-processes — even v*ien hi^y condensed—can not be reviewed 
adequately within the scope of this paper. Instead, in the interests of space 
sam of the sub-processes most frequently encountered in the literature (to be 
referred to hereafter siiiply as processes) are collapsed into a half dozen 
conobined headings for brief examination. 

1. Adiievincf a sound professional identification is a process that may occur 
in large part prior to meomber entry to a team, but its related processes of 
def inincf and re^f inincr roles also take place, in part, at entry and continue 
thrxDughout the team participation. Carving out one's niche on a team has been 
vividly described as follows: 

Hierowenologically speaking, each team measiber has to find his own 
unique role, place and function on the team. . .One enters a team 
provisionally, with only a core specification of this expected role 
but a good deal of peripheral fluidity in regard to supplementary, 
secondary, ad hoc and even novel functions demanded by the 
situation, in intricate give and take with other team meaoobers v*io 
are in the same predicament (Prtyser, 1970, p. 7) . 

How well one can develop his or her role on an interprofessional team 
depends heavily on one's intellectual pr^aredness and emotional readiness for 
team practice. This in turn depends on the quality of one's professional 
education, e>5)erience and maturity if, indeed, "interprofessional 
collaboration is an extension of professional expertise anu no substitute for 
it" (Allen, etal, 1982, p. 268). 

The iirportance of a solid professional identity, proficiency and 
confidence t^x^n entry to a team, cr soon thereafter, is well illiastrated as 
follows: 

To be challenged about an idea or a professional position can be 
threatening and can initiate a defensive stance, particularly if 
one's own professional identity has not been fully adiieved. When 
that identity is secure, the same diallenge, question or 
disagreement is welcomed as a stimulating part of interprofessional 
dialogue (Thompson, 1983, p. 4). 
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2. Qanprehe ndinq cxantrlbutions of Professional oolleaques^ of team purpose 
and of e ffects of the environmental context on the team are ac3ditional 
oatplicated and interrelated processes for professional participants to deal 
with early on and throu^ioit the life of a team. An openness to understan±Lng 
the oontriixitions of other professioneLls on the team may be inpaired by a 
professional autoncany and specialization learned too well. Professional 
education with over-eirphasis on these qualities may si?3port an irtpetus to act 
alone without reference to others (Ducanis and Golin, 1979) and encourage a 
professional ethnocentrism that can stultify interactive processes of the 
team. Thus, team members may not only arrive on the team with an over- 
estimation of the value of their cwn professional perspectives. They may also 
compound the problem by finding "it easiest to respond to professional 
stereotypes rather than to learn vAxat other professionals actually do" (Lowe 
and Herranen, 1981, p. 7) . The not-always-easy-to-achieve answer appears to 
be for the team to conserve time and find means on its agenda to devote to 
gra^) processes that foster an "attitude of openness and inquiry toward other 
disciplines' philosophies and research findii^" (Bennett, 1982, p. 313). 

Other identifiable influences on team practice go well beyond the 
professional frames of reference anchor biases of colleagues or one's self. 
The policies and procedures of the host setting and its bureaucratic 
administration can hold some of the most ccnpelling and widespread influence 
on the team purpose and on "the team's operating methods, . . .even defining the 
beginning point of a continuing service process. . . This. . .affects the 
opportunities of teams to achieve goals" (Horowitz, 1S70, p. 89) . 

There are iirpingements on team practice from the larger environment as 
well. As one illustration, the national and state policies and programs for 
de-institutionalizing sizeable populations of former psychiatric patients has 
had a profound "ripple effect" both on the demands for and restricted options 
placed on interprofessional teams. As a consequence of de- 
institutionalization mandates, team practice has been dramatically effected in 
such diverse settings as canraunity hospital emergency rocjiis, shelters for the 
homeless and even state d^artments of corrections (Nason, 1983) . 

Increasingly, ecologically and systems-oriented roeambers of 
interprofessional teams have come to realize that 'hn effects of both the 
proximal and distal enviroraients on day-to-day team functioning require the 
ccramitment and skill to distinguish between those constraints that can be 
addressed intemedly by the team and those that demand intervention in the 
external environment. Not only the usual clinical or direct services, but 
scane sort of politiced action or other environment-directed intervention 
activity, may need to become the "treatment of choice" in order for the team 
to be ethiceilly and socially responsive and responsible. 

3. Maintaining inter-ocatmiunication and ooenlv resolving intra-team conflict 
are additional processes vAiich are iitplicated in and overlap processes alreac^ 
discussed. Close comaunication and conflict resolution are especially 
inportant where oollegiality, democratic decision-making, a spirit of 
cooperation and shared authority and responsibility are hi^y respected. 

Among problems most ftequently encountered and that cry out for sound 
ccromunication and conflict resolution, are role ambiguity (eaqjectations not 
clearly defined) , role conflict (inconpatible ej5)ectations) and role overload 
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(inability to meet inultiple e)5)ectatians) • As an example of role conflict, 
physicians e^qperienoe the dilemma of having been schooled "to take charge even 
vAien plagtaed with uncertainty. • • Sudi a stance, essential in many life and 
death situations, can iitpede interdisciplinary teainwork, v*iere skills sucih as 
consensus/ building, negotiaticai and equal participation are hi^y valxaed" 
(Mizrahi and Abramson, 1985, pp. 43-44) . Ihus, a number of authors advocate 
periodically scheduled process laeetings or even the use of outside process 
consultants to help a team to "clear the air" (Pearson, 1983; Pfeiffer, 1980 
and Porter, lawler and Hfeictanan, 1975) • 

4. Identifvincf and assessing problems to be worked, deciding on goals to be 
set and developing action plans to be implemented are additional prxxesses 
laden with far-reaching consequences. Clearly, the ways in vAiich "client 
systems" are identified and assessed will shape all that is to follow. 
Identificaticai, analysis and assessment of the problem(s) to be confronted are 
team skills preferably shared by all involved. 'Usually individual team 
members collect and interpret the information their profession regards as 
within its particular province. Scroetimes, of course, there is overlap... and 
two or more professionals may ask scare of the same questions and collect 
similar data. This is a potential source of conflict..." (Ducanis and Golin, 
1979, p. 81) . Other potential sources of conflict occur at jxanctures in the 
process where team members not only collect data for problem identification 
and assessment, but also \*en th^ attertpt to integrate and interpret the 
various? part-assessments of cotrplex situation. 

Whether or not positive or negative ideas and feelings are yielded by 
decision-making procesFes ei^ged in by the team will depend a great deal on 
how those processes are conducted. A process of "good" decision-maJdj^ 
requires "carefully examining the full range of altemetives, weighir^ the 
pluses and minuses of each, and collecting new information for vise in 
evaliaating the alternatives" (Ducanis and Golin, 1979, p. 94) . One of the 
sets of conditions under which positive decision -making results is least 
likely to be manifested is v4ien the team falls into in-bred "grocp think." 
This pattern occurs particularly if a groqp cohesiveness resultii^ from the 
team being closed off from outside influences is associated with teamwork 
takir^ place under a great deal of stress, includli^ the dominating guidance 
of a team leader v4io affords little opportunity for dissent (Ducanis and 
Golin, 1979, p. 94) . Uhder these circumstances, team members may obviously 
need to return to earlier^mentioned ccaranunication building and conflict 
resolvir^ processes before they can pass throu^ problem identif^ring and 
assessing phases, as well as other decision-making processes having to do with 
goal setting and action planning phases of work together. 

5. Negotiating and implementing the action plan and engaging in necessary 
follcw-throucfa are critical processes if the interprofessional process as a 
vftiole is not to abort, but is to run its cotplete course successfully. In 
coirplex organizations serving as the locale for most interprofessional teams, 
negotiated sets of social relationships are necessary becaxose of the 
multiplicity of purposes and goals that must be met by many different 
practitioners of varying backgrounds involved in these settings. Another 
c^namic In a hospital, for e^sitple, is that only a minimum of rules can be 
laid down due to the need for staff to individualize patient treatment and 
care. A huge area of contingency necessarily lies outside these rules, as 
elaborated by Ducanis and Golin. 



Interventions my be carried out by individual team Tosnbers or by 
the team working together, but generally there is a division of 
labor, with tasks assigned [or voluntarily assumed] aooording to 
professionstl roles and ooKpetencies. . . Ihere are usuedly. . .areas of 
overlap, viiere the respcaisibilities are open to negotiation or to 
sharing among team members (pp. 101-102) . 

While negotiation processes aire often the process of choice for arriving 
at sane form of consensus, such processes are not engaged ii* by professional 
menbers of the team only. In psychiatric ho^itals, for example, '•Die 
patients are also engaged in bargaining, in negotiative processes. . . Mast 
visibly they can be seen bargaining with the nurses and with their 
pfifychiatrists, for more extensive privileges. . . ; but they may also seek to 
affect the ocurse and kind of treatment..." (Strauss, etal., 1973, p. 313). 

What is more, scroe present and previous consumer-patients have 
recognized, like scrae professionals, the iitpacts of the larger environnaent and 
"have begun to organize in a wide range of ways so as to affect what they get, 
and to influence the political proot^^ of health programs..." (Rehr, 1383, p. 
64) . Similar to seme of their professional counterparts, these nan- 
professional individuals and groups are developing (scmetiites with and other 
tiioes withoit professional help) "strategies of least contest." Such 
strategies be^ with collaborative processes, but if those fail they then 
progress to bargaining-negotiating and thence, if necessary, to contest ancl/or 
conflict strategies in efforts to make the larger environment more restxansive 
to their needs. 

By v*at scroe might term a radical-egalitarian model of the 
interprofessional team process, "the consumer-patient (and/or family) is as 
much a chief actor (or team member) as is the professional. . . Both have parts 
to play and tasks to perform-' (R^, 1983, p. 64) .3 And it is a 
retgxansibility of the professionals on the team to be aware of and open to the 
possibilities that such a view holds for thinking new ideas not thou^t of 
before or old ideas thou^t of in new ^ys as part of the prxx^ss for 
implementing and follcwing-thrcu^ on the action plan in the most efficacious 
manner. 

6. Utilizing feedback and evaluating outconies are additional processes of 
great inportanoe to all ooncemed with a team approach. In fact, "prxx^essirg" 
is the term used to designate the activity of gaining perfective and 
reflecting' on the immediate, on-going transactions of the team evan vMle 
actively engaged in those transactions (Sampson and Marthas, 1981) . Ihis 
continuous, reflective appraisal of just-ccwpleted acts— a sort of "social 
peripheral vision"— endorses the ready give and take of feedback esmong team 
participants and facilities on-the-spot corrective action that may need to be 
taken. 

In addition to "processing*", more formalized ev8auations are undertaken 
periodicedly. These evaluations may focus on all major constituent elements 
of the interprofessional team process functioning as an interdependent v*iole 
or the^ may focus on activities associated with particular sub-aspects of the 
total process. 

In discussion of these six conceptually cattibined sets of 
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interprofessional team prooesses~in actualily close to a dozen and a half 
identifiable prooesses—the aim is to be suggestive, not e>diaustive, of the 
possibilities. No attention has been given, for instance, to team forming or 
team cxawenlng processes or to terminating of an interprofessicaial team 
process. 

Sane Iroplicatians of ana for Interprofessional Education 

C3b7icwsly, there is much for the student of the interprofessional teajKi 
approach to learn abcxit interprofessional processes. The faculty members 
teadiing interprofessional ccwrses under the coordination of the Commission on 
mterprofessional Education and Practice at the Ohio State Iftiiversity 
generally have found three processes of teaching-learning to be considered by 
students as among the laost valuable. Biese are 1) student-faculty discussion 
of case studies, 2) student role playing and 3) faculty demonstratiian of 
interprofessional teamwork. 

In one of the courses, the case of •Waria" is examined by faculty and 
strudents as illxastratdve of an, unooordinated, multi-professional approach (not 
an interprofessional team approach)^ in vftiich professionals working with a 
twelve year old girl have only tacit interprofessional working relationships 
and little knwledge of each other's efforts (Auerswald, 1968) . More 
fundamentally, none of the professionals in this case exairple has gained an 
adequate picture of Msoria's total life situation prior to making professional 
assessments or interventions. Discussion of this case almost invariably leads 
to a ridi interchange of ideas. Questions that arise aiid usually are hotly 
debased includes In order to function well together, must members of an 
interprofessional team (or team-to-be) share a caniaon theoretical framework— 
e.g. an ecological systems perspective—much like that advocated by the axithor 
of this case? Do fixture team meihbers need to be educationally prepared not so 
much to \ase a common framework in order to think alite, but, rather, to act 
together? 

Another feature of the course is for faculty to help students to 
construct interprofessional team practice episodes and for students then to 
cast themselves in roles in vfaLch they enact their perceptions of 
practitioners frcm professions other than their own. These role enactments 
may frequently project stereotypes held by the role players, strident 
representatives of those professions depicted in the role play situations then 
have occasion to appraise the accuracy and inaccuracy of the portrayals. In 
turn, based on the feedback received frcm their peers, the role players and 
their observers share throu^ groiqp discussion the opportunity to sharpen 
sensitivity, correct misperoeptions and gain new insights. 

Finally, the demonstrated work of the seven member inteiprofession^J. 
faculty team is a caiponent of the t:eaching-leaming e55)erience apparently 
hi^y value by students. In contacts with faculty, students are able to 
observe and t:o reflect first-hand on differenoes in professional frames of 
reference of academicians and practitioners across the various human service 
professionals— theology, education, law, nursing, social work, medicine and 
eillied liealth. Also, stnjdents are able, in the process, to ccnpare and 
contrast those formulations of others with their cwn emergent practice 
frameworks. There are multiple opportunities for this sort of leamiig t:o 
take place as a result of presentations by individual faculty or panels of 
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faculty, as well as facaolty-goided discussions of snail interprofessional 
groups, pliis casual conversations with faculty before r after class and during 
class breaks. (Oliis variety of bases on vdiidi to establish and develop 
student-faculty interchanges is further facilitated by a student-faculty 
classrocm ratio that is frequently about 7:1 or 8;1.)^ 

Oandusion and Premise 

Ihe e)$)erience to date in conc^rtaializing theory and practice of 
interprofessional team process and in offering inberprof essioned courses at 
the Ohio State Itoiversity €45)ears to be increasingly well received by the 
acade m ic and practice ccwraunities. However, the experier^x also points to 
major challenges remaining—put here in the form of questions. By which 
criteria are decis.ions to be made as to how canprehensively interprofessional 
educaticai is to address practice problems requiring a more holistic approach 
than that provided by any one human service profession? What of the 
feasibility for enabling students to develop the interdependent "process 
skills"~rational and socio-ematianal~to aid teams in fostering both task 
achievement and cohesiveness necessary for goal acoontplishment? How are 
professionals of the future to be educationally prepared to practice within 
interprofessional contexts to serve the essentially ccKpleroentary functions of 
helping people to deal with private troubles and of helping larger social 
tmits to deal with related public issues? What are the gains and losses to be 
accrued by conceiving of and acting tcward client systems of interprofessional 
teams as members of those teams? 

Ihe above challenging and question-focused conclusian is based on the 
following premise of a hoped-for future* In the years to ccaoae, organizing 
theoretically the above sorts of questions (and others such as those posed in 
the preceding section) , and then searching scientifically for eaaapirically 
grounded answers, will help to determine in large measure not only the scope, 
shape and strength of int^rrofessional team process but, also, the kinds of 
educational pr^>araticai n ecessary for effective teamwork to take place in 
practice.^ 
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Bie Ooramission on Interprofessional Education and Practice offers five 
distinct courses for academic credit: 

Changing Societal Values and the Professions 
Interprofessional Care 

(develcpient of interprofessional treatment strategies) 
Interprofessional Seminar in Clinical Settings 

(e35)erienoe in interprofessicnal teamworic) 
Ethical Issues Ccnmon to the Helping Professions 
Interprofessional Public Policy Ai^ysis 

One additional courses is being developed: Interprofessional i^roaches 
to the Care of Chemically Depe n dent Families. At least one course is offered 
during each of the three regular academic quarters at Ihe Chio State 
Uhiversity. Ihe Oowmission also sponsors Medical Ethics Conferences in 
collaboration with the College of Medicine. Bie Coramission's activities 
beyond these courses are considerable, but will not be discussed in this 
presentation. 

The Oonmission draws graduate professional students and faculty from 
seven acadsaodc areas: the colleges of Education, law, Medicine, Nursir^, 
Social Work, the School of Allied Medical Professions, and the Coluntus 
Cluster of Iheological Schools made vp of Methodist Theological School in 
cMo, Pontifical College Josephinum, and Trinity Lutheran Seminary. Many of 
the s tuden ts participate in the Coranission courses on an elective basis. 
Althou^ the Ccaomdssion courses are offered during regular Oiio State 
quarters, three participating \inits~ the colleges of Law and Medicine, aixi 
the Iheological Schools are on differing semester schedules. Tttie variations 
of schedule among the colleges create special curriculxM planning challenges 
for Cocndssion courses. 

As part of its overall goals, the Coranission has attempted to be 
responsive to some of the criticisms of professional education that Schein 
noted in the Carnegie Coramission R^rt on Professional Education. Schein* s 
criticisms inclixted: 

The professions are so specialized that they have beocroe unresponsive to 
certain classes of social problems that re^oire an interdisciplinary or 
interprofessional point of view. 

Professionals have become unre^xmsive to the needs of many classes of 
ultimate clients or users of services, working instead for the 
organizations that enplpy them. 

Professional education is alitiost totally geared to producing airtxsnonous 
specialists and provides neither training nor e}5)erienoe in how to work 
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as a mertiber of a team, ha/ to collaborate with clients in identifying 
needs and possible solutions, and hew to collaborate with other 
professionals on ccmplex projects. 

Professional education provides no training for those graduates vto wish 
to work as inenibers of and beoGiae members of intra- or inter-professional 
projects teams working en conplex problems. 

Professional education generally lander utilizes the applied behavioral 
sciences, especially in helping professions to increase their self- 
insist, their ability to diiagnose and manage client relationships and 
ccBiplex social problems, their ability to sort out the ethical and value 
issues inherent in their professional role, and their ability to 
continue to learn throu^aut their career (Schein, 1972, pp. 59-60). 

The (Xsmndssion has adopted four major educational objectives (1985) : 

1. To address interprofessionadly a range of ethical issues arising out 
of technological change; 

2. To identify changing societal values and pr^>are professional students 
for their role in responding to and shaping them; 

3. To teach concepts and methods of interprofessional teamwork in 
treating the interrelated problems of the v^le person at the case level; 

4. To iaprove public policy throu^ interprofessional analysis of public 
policy issues. 

Ihe relationship between these C3ammission goals and the current and projected 
course offerings is easily seen. 

A recent evaluation of the Commission's overall efforts, however, 
suggested that the apparent relationship between overall mission and tiie 
courses mi^t be further e3q)lored> Ihe evaluator posed a number of questions 
about the courses and their intzerrelationship, that is, the coherence of the 
courses as a curriculum. The questions included the following: 

Hew do ocurcses interrelat:e and hew should they interrelate? 

Hew well does the present configuration of courses serve the 

Ccoranission's educational objectives? 

Do clinical education concepts doninate the curriculxmi? 

Is there a problem of focus in courses with complex subject matter? 

Is enou^ being done about the e3qx)sure and reduction of 

interprofessionfid stereotypes? 

The valuative questions provide opportunity to ei^mine the Commission's 
courses from several perspectives, including issues of content and issues of 
process. The elective nature of the courses and the varying academic 
sii^edules of the participating units present immediate problems in thinking of 
the curriculum as an articulating set of courses. That is, a student may 
elect to enroll in only one couirse, or may enroll in several. For students 
^A)o wish to enroll in more than one course, no particular sequence is 
prescribed. Nor are there prerequisite courses, althou^ students are usually 
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ei^jected to be enrolled in one of the participatii^ academic units. With 
this brief description of the elective, non-sequential character of the 
Oanoission's course offerings, the differences between the usual prescribed 
isurrlculum for professional preparation in any of the participating units and 
the Oonmission's curriculian beoane apparent. We vdll examine both content and 
process approaches to interprofessional course work. W6 will review 
objectives in both areas, that is, those which address traditional didactic 
sorts of information and those vMch can be termed process becai:ise they have 
to do with hands on or simulated e>qperienoes. Ihese objectives will be drawn 
fixni recent course syllabi. 

A Oontent Approach 

Most of the CScaranission courses conceivably could be tau^t as didactic 
courses presenting relatively bounded content. In order to meet the 
objectives of the Coraniission and of indj.vidual courses, the followii^ oontent 
areas can be identified: 

1. social, psychological, cultural factors that affect clinical practice; 

2. theories of team work or team collaboration; 

3. theories of grap process and the effects of leadership, groiqp norns, 
individual values; 

4. sociological cono^jts related to professions such as autonooaoy, role 
definition, status, values; 

5. the rules of professions—that is formal and informal codes of 
professional coTduct especially as rules apply to clients or patients 
such as privacy, informed consent, coopetency; 

6. systems for ethical decision making; 

7. strategies of public policy development; 

8. history and inpiications of specific techniques of policy analysis and 
decision making, 

Biis list is not intended to be exhaustive, but does illustrate the 
possibility of e}?)ectlng students to acquire a theory or knowledge based 
approach to interprofessional practice. 

A Process Approach 

The eirphasis on interprofessional cxanraunication and on exposing and 
reducing interprofessional stereotypes has been such a strong interest of 
OcBDDJiission faculty teams that the course offerings are r^lete with process 
objectives. Ihe stated learning objectives, the instructional methods, and 
• ^ c curse evalmtion materials all reflect a strong enjjhasis on a process 
approach as the organizing framework for Commission courses. Exaitpies of 
process objectives taken from course syllabi inclvde the following: 

1. recognize, appreciate, and use cocpetencies of other professionals; 

2. appreciation of group process; 

3. awareness of attitudes and expectations of other professions; 

4. discover attitudes and values that underlie each profession; 

5. use team proc^e techniques; 

6. participate in a team to plan patient care; 

7. form a team around a client problem; 

8. observe and analyze hew a care team functions; 
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9. develop insists into one's own profession; 

10. e5q)erience ways professionals can work together to influence policy 

decisions; 

11. analyze conflicting values between and among professionals, clients, 

society, and institutions; 

Several instnK±ional inethods are eitployed to achieve the process 
objectives: the ethical issues and the societal values courses have primarily 
used a 'read and discuss' model with applications made to case studies. The 
syllabus of the policy analysis course also relies on a 'read and discuss' 
nodel. Ihe interprofessional care course vises a service delivery icdel in 
viiich faculty and students work in interprofessional teams to resolve 
simulated client problems. Bie clinical practicum uses active 
interprofessional clinical participation in local clinics followed by 
discussion of cbservatJ.ans of interprofessional practices with the course 
faculty. Another paper delivered at this conference by the authors will 
provide infonnalJ.on about student responses and their peroqptions of changes 
in their cwn behaviors and understandings of interprofessional team 
participation. 

A Framework for Interprofessional Education 

Wfe have outlined a framework (Figure 1) for e35)loring the purposes of the 
irterprofessional cxxirses. The framework describes the process and content 
a iroaches that are or could be used to plan individual courses. The same 
framework could be used to identify interrelated interprofessional courses. 
The purpc^ statements in the framework are modifications of statements about 
teaching applied ethics and interprofessional practice found in Callahan and 
Bok (1980, pp. 73-74), Hastii^s Center Reports (1980, pp. 47-55), K&ne (1975), 
and the interprofessional course syllabi used at Ohio State IMiversity durii^ 
the academic year 1985-1986. 

In the framework, we have tried to represerrt the possibilities of both 
process and content approaches throu^ vftiich purposes of interprofessional 
education mi^t be aciiieved. While content approaches are important in the 
interprofessional courses, faculty have placed a great:er etiqphasis on process 
issues. The educational purposes of the interprofessional courses are so 
strongly driven by a concern that graduate professional strudents learn to 
function as part of an interprofessional team, that it is difficult to imagine 
other approaches. 

Despit:e the enjiiasis on process strategies within the courses, recent 
student evaluations suggest that direct work with clients in clinical settings 
would lead t:o realistic solutions. Faculty developed cases can lead to 
ambiguity in groip problem solving since there are no actual results in a 
client's life to t:est the appropriateness of the decisions reached by the 
student groip. The Coiranission has acknowledged this potential by offering 
students the opportnjnity to enroll in the Interprofessional Seminar in 
Clinical Practice. 
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H]RP05£S 



IWXESS APEKQACH 



CXMEMT APPROACH 



st±nulating the moral 
imagination 

develc3p skills in 
recognition and analysis 
of moral issues 



elicit a sense of moral 
obligation and personal 
responsibility 

sense of interdependence 
among professionals 



actual or sinulated ethical dilemmas 

cases that pose dilemmas bio-ethical issues 



ability to ocraraunicate 
with other professionals 



recognition of valiaes of 
CMTX and other 
professions 

tolerating and resisting 
disagreement and 
anbiguity 

ability to engage in 
decision making as part 
of a team 



\2w3erstanding of 
cultural, social, 
political values that 
influence decision 
making 



applied ethics 
e^proaches to discuss, 
analyze actual or 
simulated cases 



formal ethics e^roaches 
applied ethics models 



collaboration, 
e}qperience in 
interprofessional 
decision making about 
real or simulated cases 
with 

en^iiasis on oral 
ccranunication 

vse of grcAjp process 
techniques 



theories of 
oanmunication 



sociology of professions 



e3q)loration of conflict 



developing care plans 

observing interprofes- 
sional teams in clinical 
settings 



change theories, process 
ccxisultation techniques 



sociology, psychology, 
political science 



(Fj^gure 1) 

ERIC 



HJRFOSES 



(Figure 1, Continued) 
EROCESS APEKACH 



OOMTEMT .APERDACH 



loKWlecJge of grtxp 
dynamics 



e)5)erience in theories and research in 

interprofessional gnxps grcvp process 



to plan client care, 
engage in decision 
making, observe and 
analyze process 



Icncx^ledge of effects of 
public policy 



direct observation of policy analysis 
effects such as ability to analyze and 

deinstitutionalization, influence public policy 
education for all 
handicapped children 



Summary 



Education that develops skills in interprofessional collaboration is 
acknowledged as an inportaat goal of professional education, Ihe Health 
Policy Agenda for the American People (HPA) , a ooKprehensive framework being 
developed by the Aiwerican Medical Association, notes that students in health 
professions education should learn to work effectively with health 
professionals in other disciplines, stating that "interdisciplinary learning 
e)?)eriences are an important means to this end" (Balfe and others, 1985, p, 
2444) . This report may have a lasting effect on cur nation's health policies 
and a resultant effect on the education of health professionals, The 
practical decision of the faculty teams v*io teach in the interprofessional 
curriculum facilitated by the CJoranission on Interprofessional Education and 
Practice at The (Mo State University has been to einphasize process as an 
important priority in interprofessional education. 
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TEACHING MDCEIS KR IMTEKFROFESSIONAL IfiftRNING EXPERIENCES 

Antxnette H. Zeiss, Di.D. 
Veterans AMnistration Medical Oonter 
Palo Alto, OA 

Developing interdisciplinary teamwork is a ccoplex process. It r«juires 
professionals with a high level of knowledge and skills in diverse 
professions, knowledge of how to coordinate those skills to pursue 
collaborative treatment plans, a supportive institutional environment, and the 
ability to handle ccoplex interpersonal Interactions in a group setting. Not 
surprisingly, therefore, much of the literature on Interdisciplinari' teams has 
eniJhasized training models. This set of papers fits well into that tradition, 
offering su^estions regarding the process of developing interprofessional 
training and Innovative content for such training. In particular, these 
papers provide Information on how to generate training programs in academic 
Institutions v«ierB interdisciplinary training has not previously been a part 
of the curriculian. 

Ihe first paper, "A teaching model for an interdisciplinary health care 
team course", provides a protd^pe for collaborative course develcpnent. It 
is authored by an Interdisciplinary team, \*o in order to develop this course, 
successfully confronted nary challenges typical of interprofessional effort, 
Indiicling institutional pressures and difficulties definli^ roles. 

The third paper, 'rPeam Education: What is needed", is a cocpanion piece 
to the first paper. Just as in the former, it enphasizes the team prxDoess 
v*iich oocxirs in developing a course on interdisciplinary team work. The paper 
points to the inpot ianoe of learning to vrelocrae the challenges of this team 
process and e}q)loit it in order to define the most inportant course content. 
In addition, the latter psp&r points cut special issues involved in teachii^ 
interdisciplinary concepts to undergraduates, v4>o are just beginning to 
develop a professional identity, whereas the first paper enjtosizes graduate 
training. 

Ihe second paper of this set, "A course on Third Wbrld Hfealth for Allied 
Health Students", provides a contrast. This paper contrasts interxiisciplinary 
health care as it exists in Western nations with the health care needs and 
services available in Third World countries. Specifically, a course is 
described \Mch was developed for graduate students fron many professional 
disciplines. These students are offered the challenge of considering how to 
adapt interdisciplinary concepts for under-served nations with minimal 
resources (financial and otherwise) . 

In summary, these papers provide useful octmentary on four 
interconnected, inportant issues: 

1. Hew can groups of professionals frcni different disciplines function 
as teams to plan interdisciplinary courses? 

2. What should the content of such courses be? 

3. What learning modalities will be most effective? 

4. What can we learn about interdisciplinary education by contrasting 
our heedth care system with the health care needs and resources of 
Third World countries? 
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A HXSSL FOR AN JinWISCSVLDL^ mMSOl CARE 115AM QXJRiSK 



Suzeume L. Ivey, R.N., M.S. 
Diiborah Sllvenoan, M.S., R.D. 
Karen Stnorh Bcown, A.C.S.W. 

yycrvtt Mia, M.S., O.T.R. 

Eastern Michlgem Uhiverslty 

Introductlcai 

This paper vdll discuss a cxaitinuum of interdisciplinary practice vhich 
evolved as a teaching tool for an undergraduate course, the InterdLsciplinarj^ 
Health Care Team, offered within the College of Health anJ Human Services at 
Eastern Michigan Uhiversity. Graduates from all departaaents vdthin the 
college were increasingly entering jobs >jhich required them to work as team 
mesnbers. During the past few years there has been a phenomenal growth in the 
\Jise of teams for health care purposes. Ihe utilization of health care teams, 
regardless of the form they take, assure availability and continuity of care 
centering on the overall health of the individual patient in his particular 
environment and community, (H^^ner and H^xier, 1973) . ihe cmergejKse of the 
health tream concept after World War H paralleled the developroen'u of increased 
social awareness and the e)5)e^tdon of health care for all (Torrens, 1978) . 
Ihe physician and nurse were no longer in total control of health care as 
allied health professionals found themselves in new and challenging roles. 

As health care has become more oouplex, so has t:he relationship between 
health care professionals. Health care is most frequently delivered, in an 
interdisciplinary contejct. Htealth care service providers within this cjntext 
represent professions which have differing knowledge, skills, values, and 
purpose. Bie difficulties these differences represent are illustrated by t^ie 
enjiiasis on role definition, role negotiation, and role clarification in the 
literature on interdisciplinary practice, (Balassone, 1981; : l/rter, 1980; 
McRenna, 1981; Sdilesinger, 1985). 

Given tiie pervasiveness of the interdisciplinary health core context, 
educating for interdisciplinary practi,ce seems imperative to ensure effective 
collaborative practice. A typical curriculiim for providing this education 
includes the following content areas: team models; roles of different health 
care professionals; ccununication across professional boundaries; and group 
process (Harris, et al, 1978) . A holistic perspective crtiphasiz^jxr the 
patient/client as a person, not a given health problem, is generally an 
organizing principle for these curriculxmss. Oorananly, the requisites for 
inter d isciplinary practice are conmitment to values and ethics of one's own 
profession, recognition of e)5)ertise of colleagues and others, and recognition 
of the interdependency of practice (Faldc, 1977) . Bie key to inpleraentirg 
successful interdisciplinary health care teams is in educating the health 
professional to work as a team member with an landerstanding of and sensitivity 
to the team as a small grxxp in addition to respecting the technical e)?)ertise 
of others on the team. In designing the curriculum for the health care team 
it is necessary for students to learn about the roles of other health 
professionals, develop an awareness of the resources that other health 
professicxials can provide to a patient, and coordinate their care of the 
patient with that of other involved professionals. In the past, these 
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Intertiisciplinary educaticaial e3?)erienoes have taken a variety of fonns^ many 
reflecting the i^eed to work within the limitations of the "separationist" 
structure that exists in roost health education settings. Under this structure 
"interdisciplinary*' education occurs largely by chance in clinical settings 

the needs of toe patient or the situation cccpels traditionally 
orientated professionals to work together (Buf ford, 1978) . With the increased 
need for interdisciplinary health care teams many institutions of hi^er 
learning have developed didactic courses for interdisciplinary gixxaps of 
students. The goals of these courses have usually been twofold: 1) to 
provide students with seme information about caie another's professionsd 
training and skills and 2) to provide a fonim for interdisciplinary discussion 
of general issues in health care inportant to all health professions. In uost 
instances no actual oollaborat . ya is perfonoed by the students. Ihe 
interdisciplinary esqxDsure is primarily intended in increase t^e future 
professionals' ability and willingness to collaborate with one another in the 
care of patients (Pellegrino, 1972) . 

Con ceptual Framework 

Interdisciplinary practice not only has maiiy names ~ raultidisciplinary, 
multiprofessional, trans-disciplinary, trans-professional, interdisciplinary, 
and interprofessional ~ but it takes mairy forms (see Figure 1) . Those forms 
lie along a continuum of professional autonosiy. A choice between them can be 
made on the basis of patient/client health care issues and their eoologic 
contexts, on the basis of needed professional knowledge and skill, on the 
interpersonal characteristics of health care professionals as th^ interact 
with a given profession's values, and on the OOTsequenoes of potential 
treatment plans. The research on utilization of interdisciplinary health care 
teams indicates their greatest efficacy in dealing with health care situations 
which are chronic and xrapiex anchor vMch involve patients/clients viio have 
difficulty in dealing with the health care systsm (i.e., low inocroe 
individuals) (Halstead, 1976; Beloff and Kbrper, 1972) . 

FIGURE 1; A OOinNUUM OF INTEEgpISCIPIINaRy roftCTICE 



Professional Autonorry Decreases -> 

Shared E}$)ertise Increases > 



Parallel Mtiltidisciplinary 
Practice Consultation practice 

I I I 

i I I 

Collaboration CoonJination Interdisciplinary 

practice 

Choosing Along the Continuum: 

Chronicily and catplexi"ty of health care situations 

increases > 

Ability client to access health care system 

decreases > 
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Parallel practice ocxwrs in e/ery health care setting v4iich contains 
more than one professional* It is characterized by clear role definitions 
with well specified tasks. Everyone kncws his/her job. Lines of authority 
are clear in vtoat is xasually, but not always, a hierarchical structure. 
Oorammication channels are in place in ensure coordination. Batient/client 
charts are exanples of a fonnsd ccranunication device in this type of 
interdisciplinsry practice. Professional autanany is at its hei^t, shared 
e>q)ertise is at its nadir. 

ODllaboraticn occurs v*ien diverse professionals share their information, 
assessments, and treatment plans. Ihis is usually done on a case-by-case 
basis and can occur quite informally over coffee or in a more rxxitinized case 
staffing. Again professional autanacy is quite hi^ but the potential for 
shared e>5)ertise across professional boundaries has risen. 

CJonsultation involves the giving of e>?)ert advice froa one professional 
to another. Where skillfully used, it can greatly enhance the bio-psycho- 
social knowledge and understanding of the consulted. CJonsultation frequently 
takes place between professionals in a multidisciplinary awVor 
interdisciplinary context as well as on a ane-on-one basis. 

CJoordination adds a management function to the activities of 
collaboration and consultation between diverse professionals. A case 
coordinator (or case manager in sane settings) carries primary responsibility 
for ensuring relevant communications and oannections between professionals and 
between these professionals and the client/patient and his/her family and 
ccraraunity. A coordinator may also carry prioritizing ana/or ordering 
functions for activities to be carried out. In this model of 
interdisciplinary practice, coordination, consultation, and collaboration can 
take place between professionals on a face-to-face basis or thrxxi^ 
formal/informal coapDoraunication channels. 

Althou^ the terms interdisciplinary team and multidisciplinary team 
frequently are used synonymously, they, in fact, describe two quite different 
phencKjena. Bair (1983) describes the multidisciplinary team as "one or two 
individuals acting as core coraraunication intermediaries in directing and 
planning the overall activities of ancillary members v4io may or may not meet 
with other team members." Multidisciplinary team menibers are managed by a 
leader, usually not a physician. Specific treatment units such as stroke 
units and psychiatric units, provide the organizational locus for the team. 
The multidisciplinary team is a hi^y articulated and formalized outgrowth of 
coordinated collaborative practice vdien the team does not meet face-to-face. 
Those multidisciplinary teams which do meet face-to-face begin to resemble the 
interdisciplinary team. It is only as groins of professionals meet regularly 
in each other's presence around specific goals that the interdisciplinary team 
is possible. The group process generated by regular, goal directed, faoe-to- 
face meetings leads to the development of a team. Ccmmon goals, cooperative 
relationships, and coordinated activities are ideally the hallmarks of all 
collaborative professional work. It is v4ien professionals meet together to 
pursue these activities that a health care system vAiich can be greater than 
the sura of its professionals is created. We call that health care system the 
interdisciplinary health care team. This of collaborative practice 
msodmizes shared e3q)ertise and minimizes professional autonoopoy. This 
minimizing of professionsd autonomy produces a certain, continuous level of 



205 

205 



tensican on the interdisciplinary health care team. 



If nenibers diinimsh the uniqueness of their professional base of 
knowledge, valxaes and skills, their contribution to the goals of the team — 
effective, holistic health care — are diminished. If, on the other hand, 
mentoers maintsdn professional differences too strongly, the internal 
functioning of the team can be inpaired. Other investigators have noted the 
mechanisms vMc^ professionals can use to en$3hasize similarities without 
diluting unique n ess. Hiese mechanisms incliide coDmoDn orientation to the 
dientv^tient as the primary unit of attention, similarities in treatioent 
modalities, ccxnnon bodies of knowledge, shared language, and shared status and 
position, (Darling and Ogg, 1984) . Ihe major difference between professions 
is fi»3uently the professional value system of each. Ihis is the difference, 
in oarrjxmction vath differing sets of e}q)ert knowledge, ^ch makes each 
ocaitrifcutor to the team most valuable. Territorial disputes generally arise 
aromd v4io does what, not vho kncws what, and how choices based on that 
knowledge are valued. 

Educating for interdisciplinary practice reqiiires professionals, both as 
students and in practice, to begin to understand the continuum of 
collaborative practice with the demands on professional autonccy and shared 
eaqjertise required in different health care settings. In addition, students 
need to be aware of the requirements of the health care settings and the 
matches whidi can be made between types of professional collaboration and 
health care issues to be dealt with throu^ collaboration. 

The l^iterdisciplinaiv Health Care Team Course 

Ihe initiative for the develcpoent of the course came frcKi the Dean of 
the College \*d was interested in developing interdisciplinary activities. 
The emphasis was on the interdisciplinary team as a model of collaborative 
practice not only as a teaching content area and as a team to model the 
content for students enrolled in the course, but also as a model for 
oon a borative efforts of other kinds across the cx>llege. The four faculty 
meDDbers that ccnprised the team that was to design and teach the course were 
self-identified from four different d^)artments within the College. They 
represented dietetics, occtpational therapy, social work, and nursing. Each 
fecul^ person had had previews interdisciplinary health care team e3q)erience 
in a variety of settings, ranging frcm conraunity mental health agencies, 
public schools, and hospice to acute care facilities. They had not previously 
woriced together. At the initial meeting to begin ccurse planning, the faculty 
discovered a shared enthusiasm and a s tr ong commitment to the 
interdisc:^inary process. Various interdisc^linary team e}$)eriences were 
discussed. While all had had teamroriented, client-focused practice, members 
had not preyicusly identified common areas of knowledge which could come fron 
these e3^)eriences to be incorporated into an academic course. Similarities 
and differences involved in preparing and presenting a course including 
approaches to course organization, e}q)ectations of students, preferred 
teaching styles, and methods of evaluating students quickly appeared. Gredixiq 
practices not only varied from faculty mf?ntoer to faculty member but also fraxk 
professional curricula to professional curricula. JUst as health care teams 
in practice need time to come to consensus regarding team issues, the faculty 
team needed time to develop a coramon, consistent approach to the course. This 
was done in pre-course planning and continued in weekly planning sessions 
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throu^out the seinester. 

The decision was made to offer a two ca»iit hcur course vMch would laeet 
once a week over the semester. Ihe topics to be addressed were the purpose 
and nature of the interdisciplinary health care team^ group process in the 
team, tasks of the team, participation (groip ccnpositicn) on the team, and 
ethical considerations of team practice. The objectives for the course 
specified that students would b& able to: 

1. e)?)lain the structure and function of the 
interdisciplinary health care team in various health care 
settings; 

2. e5?)lain the purposes of the interdisciplinary health care 
team in various health care settings; 

3* e5?)lain the purposes and roles of various health 

disciplines on the interdisciplinary health care team; 

4. imderstand the c^namics of small groip process as these 
apply to the interdisciplinary health care team; 

5. describe alternative leadership styles and decision-making 
processes and the situations v*iich are ^ropriate to 
each; 

6. participate in mutual decision making about client 
situations as a meniber of an interdisciplinary health care 
team, applying professioncil knowledge, values, and skills 
to a case situation; 

7. demonstrate an understanding of the different values, 
ethics, and methods of practice of various health care 
professions; 

8. as members of an interdisciplinary health care team, be 
effective advocates for clients. 

It was decided that all faculty would be present at each of the class 
meetings, not only for the purpose of tsa^ teaching, but to serve as a model 
of team interaction and process. The decision was made that class format 
would be one of presentation of information followed by informal discussion 
with a variety of learning activities to illustrate salient points. Faculty 
alternated as primary instructors for each session. A course pack of articles 
from a variety of professional journals were coitpiled and served as the text. 

The student groip registering to take the course was heterogeneous, 
representing nursing, social work, dietetics, occi?)ational therapy, and health 
administration. All were in their junior or senior year with the exc^ion of 
two students v*io had returned to the laniversity for additional course work. 
During the course, students became aware of many of the aspects of cross- 
professional collaboration as they discovered similarities and differences in 
orientation to the client, treatment plans and their iitplemeritation, resource 
accessibility, language, status, and position. Frm the very first day. 
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faculty eannphasized the inportaaice of holistic treatitient \Auch considered all 
aspects of the person, family, and environment as a similarity vftiich vmderlay 
all the health care professions. Intervention was viewed as a problem solvix^ 
process by all professions, althow^ the language xased to describe the process 
varied. Finally, the role averld^ps between professions were identified. As 
the seaoaester progressed, students became aware of sane of the differences 
between the. health care professions r^resented in the course. For scnie team 
members, treatment priorities were aimed at client problems, for other they 
were aimed at client strengths. Sam professions had more power and status on 
the team, di^)ending on the setting and on the client, aha ethical codes of 
the professions also reflected different philosophies about the role of the 
client in treatment. For exanple, the ethical code of the social workers 
en^liasized the importance of confidentiality between social worker and client 
as a priority \iAiich cculd interfere with the sharing of information with other 
team menibers. Social workers also believed in the inportance of client self- 
determinaticai in all aspects of treatment, seeing clients as individuals with 
strengths to be engaged in treatment. On the other hand, the ethical code of 
the nursing profession eitphasized amelioration of problems interfering with a 
client's health. 

Throi^out the course, individual professional roles were evident in 
sbxJent interactions and responses to class activities. For exaitple, nursii>g 
stuJents sou^t more ccnprehensive and detailed information about the status 
of a client in case studies and role play activities than other students. Ihe 
nursing faculty member e}?)laii>ed that in acute care settings, the nurse is 
responsible for the coordination of twenty-four hour care of the patient 
vJiereas other team members had less frequent contact and addressed specific 
aspects of client care. Students in their e>5)ectations of the course 
reflected the curriculum structures of their departments within the college 
with regard to degree of structure, types of testing, and gradijig. 

As students described rationales for involvement of team members on 
treatment tea m s located in a community program for the hcacneless, they were 
able to hear the perceptions of fellow students about each profession. Not 
only were there distorted understandings among students about v*iat other 
professionals did in their work, but stutJents also tended to rather narrowly 
describe the role of their own profession. On the other hand, as students 
began to struggle with team building they discovered a ooramon bod^ of 
knowledge in cowraunication and human relationships viiich th^ were able to 
apply to their own profession's core knowledge in learning activities dealing 
with valx:ies, conflict manageanaent, and decision making. 

Ihe enphasis of the course, as noced in the topical outline, was on the 
basic csonoepts of team functioning reflected not only in professional 
literature but also in research literature dealing with small group process 
and structure. Students read about teams, role played teams, observed health 
care teams, created teams on peper but did not exgerienx themselves as a team 
or even a classroom graxp. Students sat together by discipline and consulted 
with each other by discipline. Attitudes towards assigned work, testing 
methods, and grading were ei5)ressed by students similarly within discipline. 
Die cairse evaltiations indicated that students from differing disciplines had 
very different ejqperiences within the class and qiiite different levels of 
satisfaction. 
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students are socialized into a strong professional idsntity as one part 
of their professional education. As they move tcwards graduation, the need to 
irove xtore firmly into their respective professional roles beocmes itore urgent. 
Attention is more lUcely to be focused on maintaining newly emerging 
professional role boundaries than on blurring those bcundaries in 
collaborative efforts across discipline lines. Conflict between professionals 
on the Interdisciplinary health care team may reinforce professional 
boundaries for each of the meiribers. In addition, Brill (1976) points cut 
that the students in human services predominantly oaae from the middle class 
vMch is strongly oriented to success and status as measured in individual 
adiievement. Oliis orientation to individual achievement is reinforced by 
professional education ^Aiidi stresses professional autonony and ind^)endence 
vis-a-vis other professions rather than stressing interdependency and cross- 
discipline collaboration. (Ducanis and Golin, 1979) . 

Implications 

Presenting the concept of the health care team as a continuun from 
parallel practice to the cohesive interdisciplinary team has implications for 
students, academic units, and health care settings. Ihe concepts vMch 
underlie the ccxitinuum of interdisciplinary practice prepare students to work 
in today's cossplex health care settings with an understanding of the diverse 
nature of professional practice in those settings. Educators cf students in 
any professional curricula have always had the responsibility for pr^aring 
students for their future work environments. Ihe education of health 
professionals is further cccplicated by the changing nature of the health 
care delivery system >diich makes demands for new definitions of professional 
roles, interpersonal relationships between professionals, and which frequently 
takes place in nan-traditionctL physical environments. 

Today's graduates will take jobs as direct care clinicians and 
therapists, as case managers, health educators, and consultants. Ihey will 
work in schools, health care agencies, residentied treatment facilities, 
community si^port programs, extended care facilities, nursing hcsnes, and 
ho^itals. For both procedural and economic reasons, the interdisciplinary 
team v*iich involves regular, face-to-face meetings, group decision-making, and 
problem-solving is not being used in all health care settings. Hcwever, cross 
disciplinary practice exists in its many other forms in most health care 
settings. An landerstanding of these diverse forms of interdisciplinary 
practice enables students to make clear career decisions about the type of 
setting and team best suited to their interpersonal style and professional 
needs. Saae students may prefer the role of an ijndepwdertt health 
practitioner with no cross professional relationships. Oliese beginning 
professionals may feel a need to identify and develop their lanique 
professional role \*iereas other beginning professionals may prefer cohesive 
collaborative participation with other health care team members. Different 
Interpersonal and gnxp process skills are required at either end of the 
continuum. As a result of a course on the interdisciplinary health care team, 
students will have a clearer idea of their own strengths and weaknesses as 
they becoirve entry-level professionals and meitibers of interdisciplinary teams, 
a form of practice requiring a ccanoplex set of interpersonal skills. 

Today^s students who are preparing for careers in health care settings 
are concerned with understanding their cwn professions and working to adiieve 
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a professional identity as th^ move towards graduation. Tb focus course 
content on interdisciplinary team e>?)eriences vMch recjoire the most group 
process development and skills may be inocaigruent with the needs of students 
at this stage in their professional socialization. If the course were 
presented as a continuum of interdisciplinary e55)eriences, beginning with 
those forms whidi require less cohesion^ students may feel more comfortable 
with the Intensity of the grxxp exp&ri&nx. 

Ihe creation of an interdisciplinary course has had iirplications for the 
College of Health and Human Services whicih hos^.^i the course as well as for 
those students who ccnpleted the course. Despite the si5}port of the Deun^ 
strong departmental si^sport has not been forthcxxtiing. Biis could pose future 
problems in recruiting faculty to teach the course. When the college was 
created ten years ago, the tmique curriculum of eacih program was emphasized 
over interdisciplinary efforts. Based on requirements of professional 
accreditation and review, each curriculum has so man/ required courses 
producing hi^y structured schedules for students; consequently, there is 
little time for elective courses. Each program calculates a full-time faculty 
load differently. Althou^ the college is currently e}qploring ocranoi methods 
for determining faculty teaching loads across all programs, department 
administrators, feeling the econaaic pressure of the iMversity, are hesitant 
to release faculty to teach interdisciplinary courses. Tt\e faculty and 
administrators of the college must weic^ the advantages and disadvantages of 
interdisciplinary ccxirses and decide \iAiether th^ wish to make a commitment to 
interdisciplinary educational efforts. 

In a IMversity setting, a darker esdsts in emphasizing disciplinary over 
interdisciplinary efforts. Billy Frye (1986) , in his former role as a 
Academic Provost of the Itoiversity of Michigan, stated that the university 
needs the intellectual stimulation of imaginative and creative 
interdisciplinary work v*iich can provide synthesis and integration in ur^xtoven 
fields. Hte e3q3ressed his conoem about an opposing trend towards increasing 
"disc^linization" in the universities across the country. He saw the 
dominance of disciplines in the organization and administration of 
universities as creating a rigidity viiich results in conformity, conservatism, 
lack of imagination, and resistance to change. He regarded these problems as 
the most serious facing the nation's universities. He went on to say that the 
dcminanoe of disciplines seen at the levels of the department, professional 
school, national societies of disciplines, and si?^rting professional 
organizations is inhibiting cross-disciplinary endeavors, and sfynthetic, 
integrative scholarly work. 

Ihe team feels that within the college there can be benefits from the 
process of working together to e>5>lore ccramon interests in scholarly activity 
and research, develop theory, pose testable hypotheses, and conduct quality 
research. Ihe study of inter^ting and difficult problems in health care can 
be facilitated by sharing researdi and methodology. Ihe teachJjig team has 
currently identified ccnnnon Interests in the intetdlsciplinary study of ethics 
and legal issues. Ihe college must consider the potential inprovement of the 
quality of health care and the enrichment of each profession which can ccme 
from Interdisciplinary efforts. 

Hie educa t ion of students using a continuum of collaborative styles based 
on groq? process has implications beyond the college for the health care 
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settings vdio eirploy the students as entry-level professionals. Cbsts and 
inplementation of management oono^jts are causing heedth care facilities to 
reorganize the structure of their prograras (Bair, 1983) . with the new 
organizational structure, settings are selecting a variety of methods of 
service delivery some of include teams. Students vdio enter practice 

with the loKwledge and skills to work together iising several different styles 
will be in a position to provide leadership for the creation of appropriate 
interdisciplinary practice to meet the needs of clients, the setting, and the 
broader health care system. Ihe new practitioner will understand that no one 
fom of collaborative practice esdsts across all settings. Ihis practitioner 
will be able to develop and use the many forms of interdisciplinary practice 
as they suit the requireanents of diverse health care service delivery 
situations. 
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A CJOUPSE ON THIRD WDRID AND HEAim 

KRmnm hemoh slunENTL; 



Marie C. Vittetoe, Hi.D. 
Uhiveraity of Kentudq^ 

In the Fall 1985, a ocurse on Third World and Medicine was offered in the 
College of Allied Htealth Professions as part of the interdisciplinary 
colloquium. Even thou^ several colloquium courses were available, this 
course was oversubscribed, and the students were enthusiastic and interested 
in the course material > 

A pretest, consisting of a blank world maqp and a series of questions 
regarding definitions of lOBdiclne, third world, etc. , was given in the first 
class period. Only two students correctly nained five third world countries, 
and several students could not name a single country. Of those \ihD could naine 
some countries, most could not locate them on the world mp. Students 
perfonned better on the definition section of the pretest, >*ere most of them 
gave an acceptable definition of medicine and health. Few of the definitions 
of third world were acc^stable. 

Students were given a packet of materials with ccwparisons of statistics 
from "firr,:, second and third world" countries, esfpecially as related to 
health matters. The course focused on distribution of world resouroes, world 
politics, leadership, eoonowics, history and geograqphy as related to public 
health. 

Classes were designed to focus on similarities and differences of third 
world countries on different continents. Teaching methods varied somenAiat, 
but the pattern was to have a guest speaker viho was a native of each country 
being studied. Ihe speakers were asked to present tlje history, location, 
geograptrj^, highlights of the culture, eocnony, health problems and native 
cures of their country. Ihis information, along with assigned reading, was 
the basis for discussion of the interrelatedness of the country's problems. 
After several countries had been studied, a "poverty meal" was served one 
evening at the home of the instructor. Ihree guest speakers helped prepare a 
typical peasant's meal fixai their country. While eating, students used no 
furniture, tableware or silverware. They sat or squatted on the ground around 
the cowman plate of food, and used the native bread or their finjers to eat 
the food. All meals were prepared from rice, vegetables and some form of 
bread. All meals were scanty, and students ate little food. Each speaker 
then e)5)lained the contents of the meal, the caloric intake and the custcans of 
eating in that country. Students later cccimented that this ei'perience gave 
them great insist into the potential health problems resultirjg from poor 
dietary intake and insufficient food, as well as in eating frcm the 
dish. 



Most of the speakers illustrated their presentations with slides, viiich 
made it easier to visualize the geography, the culture and the dress of the 
country being studied. Some speakers brou^t artifacts of clotliing, crafts, 
etc. to augment their presentations. The native healing practices, such as 
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ijse of berries, roots, leaves, danoes, iiicantations, and symbolic gestures 
were cxiu ua a i to all cultxares. The students caxtie to the realization that many 
of the more sophisticated medications used today have their origins in native 
medicine. 

The most frequently mentioned problem in all third world countries was 
lack of public health measures, such as sanitation and sources of safe water. 
All other atteaonpts fail miserably without those primary necessities. Having 
grown i*^ with public health measures, students assumed that the rest of the 
world live as they do. 

The caiases of poverty, such as economic difficulties, due to lack of 
incentives, and mineral or financial resources, came into sharp focus in this 
course. Students suddenly became mc^ conscious of their advantages and for 
the renainder of the semester were less prone to conplain. 

Students engaged in heated debates over issues raised in this course, 
e.g., population control, distribution of world resources, sense of 
resfponsibility for other human beings, etc. 

Students were required to write a oonclusion pe^jer in \*iich th^ 
discussed similarities and differences of health problems in these countries 
and their concrete suggestions for changes. The World Health Organization 
(WHO) slogan ••Health for all by the year 2000" was to be analyzed in view of 
concepts learned in this course. 

Ihe post tests showed that all students ooi'ld now locate third world 
countries, and that they could satisfactorily define the terms given on the 
pretest. Overall the students rated this class as one of the best and most 
provocative they had ever taken. Oiiey felt they had learned a great deal 
about other ooimtries and had developed a sense of awareness and 
responsibility for helping others. In fact the course was so stimulating that 
over half the students volxmteered to work for a short period in a third world 
country, and several indicated they would probably work there for long periods 
of time. Seven students frta this group worked for one month in the Bladcfeet 
Indian Cccinunily Hoepital on the reservation in Browning, Montana in lieu of 
an abOTted plan to work in Haiti (after ooll€«)se of the government) . 

A course similar to this one is reoocnended for other health professions 
colleges in that it raises consciousness, helps students work as a team on 
common problea© and realize their potential for helping others \iho have far 
less of the world's goods than th^ do. Finally, this course helped students 
realize that there are many forms of healing, of which modem technological 
medicine and health care are very recent developnents. It was realized that 
many of our health care practices have originated from native healirrj 
practices. 
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TEftM EDUCATION: 'WHAT IS NEE33ED? 



Jan Stube, O.T.R./L. 
OSie Uhiversity of North Dalcota at Grand Ibrks 

I waild like to introduce you to the university of North DaJoota's course 
entitled, "Team Planning in the Human Services." I would liloe to e)q)lain to 
ycu -Sffi planning process for this course, h^ we became ooranitted to it, what 
the faculty and students have identified as effective learning activities, and 
how we would like to continue developing our course. Perhaps via this 
inf ormaticn we can all begin looking at essential elements for instruction in 
the area of teamMsrk theory and issues. 

This ccurse's developnent began in 1984 by an Ocaqpational Therapy 
instructor at UND, Dory Marken, v4io perceived the need for students to beccatve 
involved in Interdisciplinary team e>5)erienoes vAiile in their undergraduate 
academic phase of professional developnent. 

Ms. Marken received an Instrxicticnal Developnent Grant throu^ the 
iMversity of North Dakota for developnent cf this course. Wte are fortunate 
at UND to have this financial seaport available to faculty for new 
instructional pwrsuits. Instructional Developnent Grants at UND are available 
on a ocopetitive basis for faculty menbers, providing them with time as well 
as funding for their instructional endeavors. 

We are also fortunate to have a dean of the CJollege of Human Resourx^s 
Developnent vAio is sv^aportive of our work (philosophically and financially) . 
Our College has a forxaal procedure for inplementing a new course on a trial 
basis. It involves first an organization of the course, e^roval by the 
oolli^, assignment of a call number, and an understanding that it will 
eventually beocrae a permanent course under one d^)artroent. This process seems 
to facilitate interdepartmental work and allows time to develop new courses 
successfully. 

With the backgrcwnd of this college si?3port as described, Ms. Marken 
began seeking the sv^^jort of department chairpersons and interested faculty 
members from eight departments on canpus in addition to our own department. 
Occupational Iherapy. As an interested faculty member, I became involved as 
coordinator of the new course. 

At this point in time, one person fron each department became visible and 
ejqjressed interest in becoming involved on the committee to develop an 
interdisciplinary team ccurse. From this time onward, I was involved in the 
grxx^ dynamics of cur ccramittee namely, the process of buildirg graap rapport, 
trust, cohesion and defining our purpose. 

We began to become familiar with each other as individuals and 
professionals, sha-.ing cur past e>q)eriences on teams, cur hopes for the 
ccurse, cur sp^ific talents and interests, and sharing our doubts or 
political anxieties. For example, we shared comments such as "this ccurse 
will never actually get started," "I would like to spend a whole hour 
discussing my profession, " "nty profession is not understood at all by the 
public," and "nty d^artment chair does not want me to spend tog much time on 
this project." 
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As familiarity with each other grew, enthusiasm built, attendance at 
meetings increased, and a genuine ooronitment emeiged to help us cxantinue the 
mcmentum to develop and iapleroent our oourse. I feel an effective core 
faculty is essentiad to a team ocwrse developnent. our faculty team developed 
a respect for and a willingness to learn from each other. Wte developed a 
woridnr, relationship that served as a positive image for our students. 

faculty's consensual, broad objective for the course was: to prepare 
undergraduate interdisciplinary students for future roles as members of huma.i 
services teams. CXar underlying belief was: effective teams lead to 
successful patient treatjaent outocnes. 

Our coranittee wanted to prepare students for the "real world" ^ that 
they would be better able to understand team dynamics and effectively function 
as interdisciplinary team mentoers. Part of developing an understanding of 
teams seems to involve having Information about how each discipline 
specifically functions. Also, the students' understanding of similarities 
an^or differences among the professions seemed inportant to us. Iherefore, a 
majority of cur oourse content focused on the role and function of each 
discipline. 

"Team Planning in the Human Services" was offered for the first tline 
during ^Ing semester of 1985-86 for one semester credit. Thirty students 
enrolled, with the distrllxition of students as follows: Social Wtork, 8; 
Occupational Iher^, 8; Dietetics, Special Education 3; Nursira, 3; 
Speech; Pathology, 2; and Recreation, 1. 

Our oourse schedule proceeded as illustrated below: 

Session 1 I ntr oduction of participants/faculty. 

Ocurse requirements & objectives. 
Int r od u ction to team theory. 

Sessions 2 - 10 A description of the role, function, and 

team contributions of the following 

disciplines: Nursing, Occt^ational 

Iherapy, Social Work, Dietetics, 
Sessions 2-10 Recreation, Speech Pathology/Qamunication, 
(oontinufid) Special Bducsition, Riysical Thereby, and 

Medicine. 

Session 11 Family Involvesnent. 

Session 12 Role playing: Learners as participatir^ 

team members. 

Session 13 Panel discussion: Questions frcm learners 

to feuxilty panel members. Ocurse wrap-i^ 
and evaluation. 

Ihe text for required reading was Nackui Brill's 1976 edition of iteaitworlc: 
Working Together in the nvmr^ s ervices. Permission was received from J. B. 
Lippinoott CO. for its reprinting. 
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toclivicJual class sessions involved the follcwing: individuEd faculty 
rmcbera focused on an eJ5>lanation of their professions and their involvenent 
on human services teams. Faculty were free to add various ocnixjnents of team 
theory to their sessions. For example, elcanents of effective conraonication 
were presented with the ^»ech pathology lecti':?© and transdisciplinary teams 
were introduced during the special education session. Specific classrocm 
instruction indxjded; graap lectures followed by discussicns; panel 
presentations; small groip discussion activities; case study presentaticais; 
and role playing activities. . . 

Aooorcdng to a survey taken at the oonpletion of the course, students 
fcwnd the case study and role playing to be the nost effective activities, 
followed by panel presentations, small grocp discussicns, and finally, lecture 
with large grcxp discussion. Faculty surveyed Ijd similar viewpoints; 
however, they saw the small groi?> discussions as the mast valuable activity 
and perceived the large group lecture and discussion sessions as more valuable 
than the students rated them (85% favorable versus 46% favorable) . 

Bie class activities that generated the most interest, ccnroents, aixi 
controversy from the students were the panel presentations, the 
transdisciplinary team information, and the role playirer activity, i will 
explain each more ^>ecifically. OSie panel presentations in the recreation 
sessions included: guest GpeaJoers from practice in a variety of scttii^. in 
the last class session, questions were submitted by the students to the ei^t 
facxdty metnbers to answer individually or collectively. Panel presentations 
were viewed as being valuable by the students. I believe this is true 
because: 1) the panels provide ei^serienoed professionals as role models and 2) 
panels provide -Uie elements of ^xxttaneity, visual/auditory variations, and 
chances for the audience to interact with the panel meanbers. Variety, of 
course, adds interest to any learning format. 

Secondly, the transdisciplinary team information was perceived as hi^y 
controversial by the students. They conmented on its contribution to role 
blurring and to generalized versus Q»cified treatment. Hiis topic served as 
a i^inc^xaard to a discussion of spenialization and also professicnsa 
egocentricity. We fcund that students are often professionally egocentric at 
this point in their education and do not always possess the information, self- 
confidence awVor flexibility of thinking to consider the value of 
transdisciplinary teamwork. Therefore, sane topics can facilitate a cognitive 
dissonance for students vMch then can be dianneled toward new learning and 
profescional growth. 

Finally, the role playing activity involved breaking the students into 
several sraadl grcxps of 4-5. Students were given a patient case study, asked 
to assume the role of another discipline frcm their own, and then to plan ar>d 
implement a short team meeting for the class memlrirs. This activity was 
either highly valued or highly criticized by the s -Jdents. On the favorable 
side, they saw it as a chance to integrate their knowledge of professional 
roles using a "realistic" situation. They also saw it as a means of active 
participation and involved learning on their part. On the critical side, sane 
students felt the activity was too difficult. Specifically, it was found 
difficult to role play another profession when one is still leamii^ one's am 
role and professional socpe. 
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Finally, I would like to paresent sane of our facaxLty ideas for team class 
activities vftiich coincdde vdth the stutSents' peroeptions and needs. First, 
activities making use of role models and maximizing imitation and observation 
oculd be utilized. Exanples may include: facully interaction and role 
playing, guest panel presentations, use of teamwork audiovisuals, actual 
cH»»'.jal observation of teams, or text exanples. Secondly, activities 
iiivolving active learning and participation may be helpful. Suggestions for 
learning wculd include: role playing, videoteping and critique activities, 
small gxxup discussions, verbal interaction with professionals, vjritten or 
verirl analysis of case studies, or team planning and problem-solving 
activities. Ihird, we are planriing to provide situations vSiich create seme 
cognitive dissonance for students (or vAiicii would tend to challenge students' 
existing knowledge and beliefs) . mis could be done via presenting 
nontraditional team models, discussing ethical issues, problent-solving vftiich 
hic^ights broad versus ^ecif ic 1ssi.u=>s (or the oonplexil^ of human 
situations) , or asking students to interview clinical professionals. Diese 
three areas of class activities are of interest and concern to our UND team 
oxocse faculty meana b ers. We plan to base our future course developaaent vpan 
these areas but edso continue weaving team theory throu^iout the curriculm. 

In ooncliision, I have taken you throu^ our t**m course planning p rocess 
and have identified ecne necessary foundation criteria incltding: imiversity 
and ooUege-wide support, faculty investment and cohesion, and activities 
^*iicii meet student needs for learning teamwork theory. I have presented class 
activities that owr students identified as contributing to their leaniing and 
also our faculty's specific class activity ideas for developing our course. 
It is ny hope that fran cur experiences at the University of North Dakota, 
presented today, you have gained information for your thought and 
consideration %4iich will facilitata your team course development for 
tonorrcw's health care professionstls. 
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mTRDDCJCnON 



Iin[!EE^EEUFESSIONAL CLINICAL EDUCATION EXPERCENCES 



Carolyn N. Burnett, M.S., L.P.T. 
Ihe Ohio State Ifiiiversity 



Clinical education lends itself well to interprofessional learning 
experier)ce3. Hhese esqperienoes provide an environment for training students, 
delivering health services and building collaboration between service 
providers and academic faculty. 

In the e^qperienoes described below, students from medicine, nursing, 
dentistry, dental hygiene, Tpharsmyr, physical and occupational therapy, social 
work, p^chology, hatve opportunities to share e}^)ertise from their 
professional disciplines and increase their skill in functioning as 
interdisciplinary team roeasb&ra. In selected cases, the educational centers 
have been innovative in ooipling the training of students with delivery of 
services in undeserved areas. Students are encouraged to view the patient or 
client in the 0Qnte)ct of the home and society, therefore, broadening their 
perspective of care to include health promotion and disease prevention. In 
addition to training activities involving direct service by students, sore 
educational centers have en^ixasized the dynamics of interprofessional case 
managenaent and treatment planning in the conference setting. 

OSie following presentations provide insist into the deveJ.oproent of 
successful interprofessional educational e>5)eriences. 
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INIERDISCIPLrNftRX-EKIMAR^ HEAIHH EIXJCATIC»I 
IS ALIVE AND WELL IN THE BRONX 

Miriam (Mitzi) S. Rosenberg, R.N., M.A 
Lehman college of the City University of New York 

Uie Nursim Department of Lehman College strongly believes that one way 
of pOTvidiiw optlinal health care is throu^ an interdisciplinary, primary care 
nocae of delivery.! ^ith this goal in mind, they joined the Albert Einstein 
College of Medicine's "Ruadly Life Program" in 1971. Uiis mode of delivery is 
defined as the enwhasis of the continuity of health care for the client/family 
that includes preventative, diagnostic, curative, and rehabilitative slices. 
■Ihe interdisciplinary abject allows for more effective, better coordinated, 
and better quality care for clients through the coUaboration of individuals 
who bring together diverse sldlls.2 it is our belief that oanraunication is 
basic to the interdisciplinary team ajsproach. In a time of increasing 
Icnowledge and technology, there is a trend toward less personal care. 
IherefSe, this team ea^erienoe helps the student recognize early in their 
client contact the relationship of health to clients' cultural, economic, 
psychosocial, and medical bacikgrc«nd. 

Primary care allows our students to work with a developing family in a 
well situation over a period of time. Our enphasis is with providing a 
beginning professional relationship that may continue through the students 
education or may terminate a few months after the birth of the baby. 

First year inediceJ. and nursing students in the Family Life Program are 
introduced to the delivery of health care by assisting an interdisciplinary 
team in the care of a pregnant woman during the last trimester of her 
pregnancy, her delivery, and during the early part of the well baby care. Hie 
initial care is given in the women's Center of the Bronx Municipal Hospital 
Center which is organized Into teams. Ohere are appro x i m ately 10 nursing 
students and 36 to 54 medical students. Iherefore, scroe of the student teams 
are not interdisciplinary. Ihe Family life Program is organized in the 
followim manner: (1) nf fi rst year nurs ing and medicpil students or team 
of two medical students; (2) obstetrician and nurse -midwives team in prenatal, 
labor and delivery, and postpartum unit, and (3) preceptor conference teamg of 
obstetrician, nursii^ instructor, social worker, psychiatrist or psychologist, 
pediatric nurse practitioner, and pediatrician. 

Cliniced Responsibility 

TtiB team of nurse midwives and c±stetricians is responsible for the 
clinical care of the women. The pediatricians and pediatric nurse 
practitioner are responsible for the newborn and well baby visits as long as 
the family stays in the program. 

As the student teams are in th^ir first year, the preceptors deliver the 
actual care and in this way act as role models. Clients are given _ 
appointments so that teams have one-half hour to talk with them. OSiis allows 
time for the client-student teams to begin to establish rapport paying 
attention to both verbal and non-verbal messages. Bernstein 's-*''* work with 
social class differences in lai^ge use claims that working-class and middle- 
class individuals use restricted and elaborated ccnutiunication respectively. 
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He found that working class patients are more apt to ej$«ress non-verbally 
their wish for information. These findings have not always been si^ported fcy 
our students' ej^^rienoe and, often, sociolinguists research. Scroe student 
teams have been able to get no more than "yes-no" answers to questiais. 
Hcwever, after their si^^jortive role during labor and delivery, ciients have 
repeatedly stated, "I couldn't have done it without you." On the other hand, 
scne clients reanain reserved throughout the contact and their student teaas 
feel that they were not able to establish as close a relationship as other 
dassnates. After the initial trust has been established, the students can 
begin to take a history, serve as client advocates, and do sane of the 
following procedures toey were taught: taking blood pressure, checking \arine, 
listening for the fetal heart, palpating the abdomen, and doing Leopold's 
maneuver. Ihe students continue to gather data so as to Identify needs and 
actual problems that clients/family may have. Stixients have helped clients 
gain financial assistance, food staups, participation in Women Infants 
CSiildren Food Program (W.I.C.) \4iereby they obtain food siK>l€snents and 
nutritional education. CXir students are very eager to encourage breast 
feeding and they are able to encourage many clients to consider it. Of; the 
other hand, they have to aoc^ the clients' decision to formula feed without 
feeling that they have failed. This esqjerienoe in teaching/learning brings 
into awareness the fact that the client is an iiiportant mesnber of the health 
team and ultimately her cultural background plays a very important role in her 
health practices. 

As the therE?)eutic relationship develops, more data is gathered vMch is 
not always consistent with the initial history, ihe students come to ^-^ymg 
with the fact that the initial history is not eil^ys reliable as a sense of 
trust has not yet been developed. These issues are usually discussed in the 
si$)ervisory sessions. 

Patients contact their students v4ien they go into labor so that they can 
be si^jportive and participate in this event. The sb,rient teams have observed 
a delivery in the unit prior to this so that they are familiar with the unit 
and labor and delivery. The patient is delivered by the labor and delivery 
staff vAio are \isually not their clinical team. Therefore, the student team 
plays a very inportant role as familiar faces. Mai^ of our students attend 
Pr^aration for Parenthood classes and help with coaching. 

Prenatal and postnatal heme visits are made by the student teams and a 
faculty member vAio is either a social worker, nurse, psychologist, 
pediatrician, or pediatric nurse practiticaier. The entire family is 
enocuraged to be present. Therefore, seme of the visits are made in the 
evening or on weekends. Many families are honored by a heme visit by "their 
doctor and nurse" and treat them as honored guests. A few clients avoid this 
visit due to a variety of reasons. 

These visits help us meet the father and other fainily members. Seme 
visits allow for siblings to express their feelings about the new baby and 
allow the children to see the health professionals in their home. This 
contact gives the other family meinbers an opportunity to meet "the students" 
abcut vdicm they have heard. The home visits allows us to observe tlie living 
conjitions and preparation for the new baby. Safety is always discussed in 
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relation to the hcanae for both newborn and sibliiigs. An awareness of the 
housing and ccraraunity of their clients mates the student teams more conscious 
of vfliat kind of teaching is appropriate. It also stresses the role of the 
environment in relation to ocroplianoe with health teadiing. Hie home visit in 
relation to problems in housing is very frustrating due to the lack of 
af fordable^ adequate housing in our area. This oamraunity experience 
sensitizes scroe of cur students to the fact that political action by 
professionals and clients is necessary, 

Ihe postnatal hone visit is usually made within two weeks of discharge 
fron the hospital. Clients are encourage to call if they have any questions. 
This hoca visit is a tijae vtoen the mother may have questions about her own 
health, breast, feeding or care of the baby. It also gives the student team 
and client a ciianoe to review all that has gone on in their relationship. The 
precQ)tor and students can once again examine the baby and teach the mother 
about signs of illness that require medical care. The mother participates in 
the exam and normal behavior and physical characteristics are e35)lcdned. At 
this time, family planning is once again discussed and arrangements are made 
for students to be at the clients' 6^week check-ip and nevtoom visit. 

Supervisory Sessions 

The si5)ervisory sessions tate place on Monday afternoons, the same day 
before or after the students have seen their client in the Women's Health 
Center, The si5)ervisory sessions demonstrate the workings of the 
interdisciplinary team. The grrxp sessions include; preceptors from 
obstetrics, pediatrics and psychiatry, a nursing instnactor, midwife, 
pediatric nurse practitioner or social worker, and 8 to 10 students v*io are 
working with 4 to 5 clients. The major portion of the teaching is done in 
these sessions in a relaxed, loosely structured environment. Each teaching 
team evolves its cwn style and a leader emerges. Freedom of discussion is 
encouraged, but there is an overall purpose and direction. The preceptors 
maintain an open dialogue and have worked with each other over a period of 
time. Scane preceptors may meet in order to organize the sessions so that tlie 
following goals can be reached: 

1) Students present their clients so that clinical teaching 
dealing with specific issues that could not be gone into 
in the limited time in the examining room are e:q)lored. 

2) Issues relating to student team encounter with patient, 
including psychosocial aspects of the patient's situation 
and students' reaction to the above. 

3) Impart knowledge to the students on a specific groi?) of 
topics. 

4) The students have the ppportunil^ to see health workers 
frcra different professions share in the teaching and 
a^^reciate their contributions. 

5) provide a broader e^qjerience by hearing about other 
student teams and their clients/families. 
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6) Allcws the prec^3tors to have extended contact and 
discussions with students so as to mate a ineaningful 
evaluation of the student's work.^ 

Evaluation 

Evaluation of the program by the students is done verbally at the end of 
the se m ester in a sipervisory session as well as throu^ two written 
eivalxxatiosi questionnaires. One guestionnedre is for conputer tabulation and 
the other is a narrative evaliaation. For the September 1985 semester, the 
tfesults of the formal evaliaation questionnaire reflected hi^y positive 
iatings for the Family Life e>?)erience. Evaluation of the students is done 
informally thrax^out the course if needed, but done formally by the 
supervisory grocp. 

Sumrnary 

Ihe primary goal of the program has been to provide an e>q5erienoe in the 
ocMTtinuity of health care for first year nursing and medical students. Ihe 
excitement and ricJmess of this e)qperience hopefully lays the foundation for 
holistic, humane care in an interdisciplinary-primary care framework. 

PEFIIRENCES 



1. Kozier B and Erb G (1983) . Fundamental of Nursing , 2nd edition, (p 67) 
Menlo Park: Addison-Wesley Publishing C3offtpany. 

2. IXicanis AJ and Golin AK (1979) . Ihe Interdisciolinarv Health Care Iteam . 
(p 1) Rocdcville: Aspen Systems Corporation. 

3. Bernstein B (1974). Class. Codes and Oontrol: Theore t^ical fitaid^ec; 
Towards a Sociology of Lancfuaae . New York: Schocken Books. 

4. Waitzkin H (1985) . Information giving in medical care. Journal of 
Htealth and Social Behavior 26, 81-101. 

5. Familv Life Program: Information for Teachers Manual . 1985. 



ERIC 



224 

223 



USING ACTIOJ RESERRCH IN BUIIDING IMIEE^ISCIPIINftRY ACTiViTiES 
A CaSE a»IFERENCE - AMBULATORY CARE 

Msongle Nelson, R.N., B.S.N. 
Visiting Nurse ecnd Home Care 
Hartford, Connecticut 

Jadwiga Goclcwski, R.N., Eh.D. 
Judy Lewis, M. Ehil. 
Patricia W. Gillespie, M.P.H., R.P.T. 
XMversity of Connecticut Health Center 

Establishing an education opportunity for health professions' students in 
a busy health service uaiit requires careful attention to strategies of change 
and action reseajxh. This paper presents a inodel of building collaboration 
between service providers and academic faculty. 

Disciplines rQ)resented inclixSe: allied health, clinical dietetics, 
physical and occipaticnal therapy, nursing, phannacy, and social work. The 
Burgdorf Health Center in Hartford, Connecticut enoca:tpasses University 
clinics, an Easter Seal Rdiabilitation Center, a VNA, and a City Health 
D^>artxftent. A local neighborhood health center and a hospital-based clinic 
also participate. 

Stratecfies of action research were used to provide a climate of 
collaboration and to build the procedures for a successful interdisciplinary 
educational experience for many disciplines in a service — "real-life" setting. 

Action research can be defined as a process itodel vtoereby behavioral 
science knowledge is applied to help solve problems. Some theorists 
differentiate this inodel frati Intervention strategies and those vising Planned 
Change principles. Change agents often utilize several approaches as the 
organizational change process is occurring and demands for approaches vary. 

Ihe establishinent of conraon change goals viiether using a Management by 
Ctojective approach, a Delphi xtodel, or sane other strategy is key to axy 
change effort. The direction of change needs to be accepted by the social 
systems involved and fully adopted by the key players. 

Bennis et al (1969) state that althou^ social change theory is not fully 
developed, sam basic concerns have been identified v*iich are inportant in 
building strategies for change. Variables included in the data gathering, and 
alternatives generated, must be those that can be manipulated; be congruent 
with the value systems of those individuals or organizations; not be 
prohibitive in cost; have reliable measures for diagnosing the problems or the 
climate for change in the system, and be clearly ccomiunicated to all involved. 

The basic principles common to the model are first that the client, 
v\*iether individual or organization, is an integral j^rt of the change process; 
hence, a collaborative process is used between client and consultant at all 
stages of the problem solving process. Ihis requires open ccmmunications 
between all individuals in the system. 

Secondly, the rational approach to planned change, as opposed to non- 
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directed change, adopts a scientific problem solving inethodology. A 
systematic process of collecting data, analysis of the data for problem 
diagnosis, developonent, and iitplementation of solixtions, and evalxiation and 
recycling process are inherent in the "research" corponent of Action Research. 

Uiird, Intervention Iheory using the work done by Lewin and others 
suggests that change requires an '*unfree2ing" of the social system. The 
intervention has as its primary focus the facilitaticai of behavioral change at 
all three stages. It, too, assumes that the role of the change agent is to 
help the client collect data, analyze the problems, have free choice of 
action, and clear ownership of the process. 

Fcwrth, Planned Change efforts are based on the premise that information 
is only useful if it can be directed towards action. Forx» field analysis is 
used as a tool to identify those variables or forces that iirpact on achieving 
the desired goal. 

Fifth, the interaction between research and action occurs at each stage 
of the action researdi process frcm entry throu^ evaluation and recycling. 

Sixth, change requires flexibility. As new data are collected new 
strategies need to be developed. Social systems in organizations are 
constantly changing and each tim a new individual enters the s^tem or the 
environment changes outside the system, the data are different and the 
diagnosis mist change. Adaptability is key to keeping the change process in 
motion. 

Seventh, the c^namics of the planned change and action research inethods 
must ensure that the change agent is not solely responsible for the change, 
but that each participant takes responsibility for the chaixfe effort. 

Finally, ongoing monitoring and evaluation are key ingredients in the 
success of the change effort. Ihe methodology of action research has been 
more fully described by Erohman et al (1978) . 

Ohe Need and Historical Overview 

Beginning in the late 1960's a concern for increasing access to health 
services for rural and larban lew inocroe ccranunities also stimulated an 
ercphasis on training new types of providers (such as nurse practitioners and 
physician assistants) as well as developing interdisciplinary health teams to 
more effectively deliver primary care to these under served populations. 

Ihe developnent of Interdisciplinary educational e>?)eriences evolved frcm 
these trends. In the early I970's an informal group met at the Uhiversity of 
Connecticut to e3q>lQre curricula for interdisciplinary educaticml 
e)q)erienoes. Ihis grxxp became the nucleus for a variety of educational 
activities, fifynthesizing ocopetencies and educational objectives for 
interdisciplinary educational efforts. During this same period, the 
university of Kentucky received a large federal grant to enlarge \3pan a 
coranunity based program for students frm many disciplines. Ihe grant 
provided opportunities for students from other parts of the country to 
participate. Nursing and allied health students frcm the university of 
Connecticut attended thes^ sessions for several years. The grant also 
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provided consultation, workshops, and other educational- materials which 
stimulated interest and provided si?3port for universities and colleges to 
establish similar programs. Students from New England continued to 
participate until the grant ended in the late 1970*s. 

In addition to stimulating the grcwth of new health provider roles and 
interdisciplinary teams, the federal government was also active in encouraging 
the grcwth of family practice as a specialty eatang physicians. One family 
practice physician at the Iftiiversity of C3oimecticut v4io had been involved in 
the interdisciplinary approach to primary cara worked with several other 
medical schools to develop a pilot experience for students to work in teams in 
a primary care setting. The clerkship included ccnpetencies related to 
interdisciplinary care. Because of limited funds, the experience was not 
continued b^ond the pilot program. Nevertlieless, it did introduce the value 
for collaborative decision making among disciplines and provided the stxjdents 
with Insi^ into the nature of the other disciplines. 

Ihe ne3Ct endeavor to establish a ccraraunity or clinically based 
educational experience was jointly initiated by the discipliijes of medicine, 
nursing, allied health, social work, and pharmacy. A pilot was developed and 
planned as an adjimct to a university family practice setting. A concerted 
effort was made to develop a faculty team vftiich would work with a student team 
caring for clients/patients from the family practice. Hiis program was in 
operation for two or three years. Ihe practice setting never fully acc^Jted 
the concept and therefore limited the available client population. IXie to 
this limitation, the educational enphasis has to be placed on the process of 
team building rather than the "content" of the patient/client needs. Ihis 
experi^r^ developed a faculty with more skills and insist into the 
complexities of team building, particularly as a ciiange from existing norms of 
practice. The creation of a model vAiich was not int^rated into existing 
modes of practice was clearly contrary to theories about social change and 
organizational survival. It was viewed as artificial by the students and, 
predictably, did not survive. 

On the beisis of these e55)eriences, a committed and seasoned faculty was 
developed. This faculty recognized the importance of applying social change 
theory to the developnent of new educational programs. The principles of 
action research and change were used to begin the next e)^)eriment. It was 
evident that the following set of assuirptions and goals needed to bo adopted: 

The e^^^erience imast be authentic. The patients/clients must be real 
pec^le \i*K> are involved with more than one discipline in their ongoing 
care. 

The clinical practice should have a broad base. Key disciplines must be 
involved. . . medicine, nursing, social work, physical and occi^ational 
therapy, dietetics, and pharmacy — not necessarily with every case but 
with most. 

The environment/climate of the schools and the service agencies must be 
supportive to the activity. 

Role models for each discipline must be readily and consistently 
available. 
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Financial si^^port must be part of the system. External funds, althou^ 
helpful, cannot be relied i^xan. Ocromitroent fron faculty and staff to 
work on the program must ooroe from each agency. 

A realistic balance between content and process must be established in 
the curriculiM design. 

It is clear that the value for the educational process is maintained only 
if it affects the care or service provided. The faculty decided that the next 
interdisciplinary educational effort would be developed at a site where a 
variety of students were available and vtere staff had a ccaranitment to 
educationed program developnent. 

Initiating the Action Resear c h at Burtadorf 

UtiB infooal Interdisciplinary Action Groqp (lAG) began to seek other 
sites and nethods to meet the stated educational needs. The Burgdorf Health 
Center (BHC) was targeted as a potential new site for future student 
interdisciplinary activity. Representatives fron the centers' various health 
agencies and the health professional schools of the university were invited to 
attend the initial meeting. Through force field analysis, a graap of 
imiversity faculty and agency r^resentatives identified the conditions for 
designing the interdisciplinary ej^jerience. The results of this process 
consisted of 1) identification of the available student population, 2) 
identification of si^jports and constraints of the ej^jerienoe, 3) brainstorming 
to identify the format for the experience, 4) criteria for the case selection 
process, and 5) specific goal setting, i.e., determine the next steps 
necessary to actualize the &qperi&nce, 6) expected outccroes, and 7) team 
activities. 

Supports' At the conclusion of this e^loratory meeting it was determined 
that EHC oculd, in fact, si:53port such interdisciplinary activities. There was 
already a pool of various liealth professional students affiliatii^ with the 
EHC agencies each semester. 

The sifiports for this endeavor were identified as: ccaranitment of meoiibers 
of the lAG to the experience; availability of the Area Ifealth Educational 
Center's faculty (AHBC) ; a large client populatJ.on vAiich was accessible and 
diagnostically and culturally varied; a prior history of regular aaaxy and 
University meetings in the form of grand rounds; available space to house 
conferences; an on site health library; the existence of a staled goal of the 
EHC to develop interagency service linkages; and a stated goal of AHEC to 
si^^rt interdisciplinary activities in a center caring for a medically vmder 
served ccranunity. 

Constraints. The constraints were identJ.fied as: agency-specific 
records; agency territoriality; canplexity of ocranunication patterns between 
and among participating agencies; lack of uniformity among student schedules; 
lade of consistent supervision for students; potentially conflicting decision 
making functions and authority; coordinatJ.on issues related to the large 
numbers of individuals involved; goal differences among agencies; uncertain 
funding of university clinics; concerns about staff time allocation taken from 
direct service delivery. 
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Overall the cxsnstraints, althou^ serious, did not seem to outwei^ the 
existing si^^rts in establishing interdisciplinary student-focused activities 
at EHC. 

Fonnat and Structure , Ihe first decisions about the format and structure 
of the e}^)erience were; 1) !Ilie case conferences would be one hour long, 2) 
clinical faculty trm eadi agency would be responsible for at least one 
conference, and 3) clinical staff would be involved as the primary service 
providers, and 4) Hie lAG would assume the responsibilities of planning and 
coordinating the case conferences. 

Criteria for Case Selection Process , Ihe process for case selection 
indiided: the involvement of more than one discipline and agency through the 
lAG \*iich wculd be ootprised of clinical faculty, agency preceptors, academic 
coordinators, and other involved people. Ihe e}9)erience was identified as 
"educational" not "service;" four institutions would be involved: the visiting 
nurses, rehabilitation center, univezrsity medicatl clinics, and the health 
department. 

Building a collaborative grcn^ vftiich is characterized by hi^ levels of 
tnost requires sajch time and energy. Decision-making must involve each member 
ensuring a plan vAiich is realistic and possible within the constraints of the 
(BHC) organization. Ihe planning process required that each individual not 
only participated in the planning process but edso accepted the data, 
diagnosis, and final plan. 

Fonnat Guidelines . Uie guidelines for the format and outcomes were 
agreed vpon as follows: 

1. Case will be selected by agency or school or student preceptor. The 
case will exemplify a problem using many disciplines and/or agencies 
for the care provided. 

2. Case will be presented by the st:udent. Ihe conference 

will be noderated by the faculty or agency precept:or. A brief 
description of the case will be distributed so that faculty, staff, 
and students can prepare themselves for contributing to the 
discussion. 

3. 'Rie moderator will serve as a facilitator of the discussion which 
will be geared to exploriDg all facets of the problem to incliide the 
community, the family, the client. The moderator will insure that 
the appropriate resources will be available at the conference. 

4. lAG members will act as conference coordinators by seniir^ notices, 
locating and sdieduling places, linking with faculty and student 
presenters, and cocpiling evaluation data. 

Expected Outxxanes . Included in the discussion were references to the 
following project outoowes: 

1. An opportunity for studenrs and staff from the Burgdorf agencies to 
discuss cases seen by more than one discipline and more than one 
agency as an educational prc^lem solving activity. 

2. Case management demonst:rating coordinat:ed care, ooirprehensive care, 
and effective utilization of services. 

3. Provide an opportunity for the discussion of issues evident in the 
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case, i.e., legal, eocananic, -social, and political iitplications 
exenplified by the case. 
4. Stiaulate interest with the students for an interdisciplinary 
approach to health care as part of professioncil develcprent. 

aieam ^jvities. Ihe group also decided to collect information on the 
existing health service teams in the region for stuients. The data would 
tncludl<%: 

1. C3ontact person - team manager. 

2. Structure of team - members, agency, etc. 

3. Description of team's activities. 

4. Meeting times. 

5. Pcjssibility of and criteria for student involvement such as 
observation or participation. 

A year after the first meeting the stage was set for the very first 
student interdisciplinary activity at this health center. 

The First Oonf erenoes at Burndorf 

The first case oonferenoe was held on March 11, 1982, in the classrocm of 
the Visiting Nurses Association at EHC The client presented was referred to 
the VNA by EHC's geriatric clinic. The student presenter was a senior nursing 
student. •Oie faculty were the University clinical instnictor and a client 
care coordinator from the VNA. Additionally, the State D^artment of Inccoe 
Maintenance was involved with the case. TWenty-four students and health 
providers were present r^resenting allied health (clinical dietetics, PT, OT) 
social work, nursing, medicine, and pharmacy. The evaluation of this first 
Interdisciplinary endeavor proved encouraging and helpful for future 
presentations. 

Tvo more case conferences were presented that semester. Both met with 
similar degrees of success. The summary evEduation of all three (see Figure 
1) provided the lAG with further data for iaprovement. 

FIGURE 1 
Summary Evciluation 
Interdisciplinary Case Conference 
March 11, 1982, April 1, 1982, April 20, 1982 

The evaluation of each of the following ctojectives are found below: 

1. The oonferenoe will provide an opportunity for students and staff frm the 
Eur^rf agencies to discuss cases seen by more than one discipline and roor^. 
than cxie agency as an educational problem solving activity. 

2. The presentation will exenpli^ case management that demonstrated 
coordinated care, ocBpnAensive care, and effective utilization of resources. 

3. The foraat will provide an opportunity for the discussion of issues 
evident in the case. 

4. The process will stimulate interest for an interdisciplinary approach to 
health care. 
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1. CXJTOOMES 



Objective #1 
Objective #2 
Objective #3 
Objective #4 



Figure l (Continued) 
Met Partially Mfet 



50 
43 
58 
50 



(79%) 
(69%) 
(92%) 
(81%) 



13 (21%) 

19 (31%) 

5 ( 8%) 

12 (19%) 



Not Met 



2. DID THE AJHOFRIATE DISCIPLINES PARTICIPATE? 



Conference 
1 
2 
3 

Additional Disciplines 

Social Services 19 
Nutritionist 6 
Heme Health Aides/VNA 5 



Yes 
16 (66%) 
12 (75%) 
19 (86%) 



NO 
8 (33%) 
4 (25%) 
3 (14%) 



Religious Counselor 3 
Friendly Visitor/Family 4 



3. WAS OHE jmmfm.au given: 



Conference Yes No 

Apprcpriate 1 24 (100%) 

2 16 (100%) 

3 21 (100%) 

Conference Yes No 



Sufficient 1 18 (75%) l (25%) 

2 15 (100%) 

3 13 (72%) 5 (28%) 

4. was Uffi (X»IFERENCE 

W3RIHWHILE TO YOU? 62 (100%) 

Oonroents 



Strengths 

- helpful for other cases 

- recilistic not idealistic 

- interdisciplinary approach good 

- interdisciplinary communication among disciplines 

- different aspects of issues brought out by inary different people 

Suggestions for Improvement 

- need clarification of issues and reconmendations 

- need more student participation, particularly medical students and 

residents 
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Subsecruent Ccarferences at Biirtxiorf 



An evaliaation and planning meeting was held in May 1982 and resulted in 
severed suggestions for future case conferences: 

Ihe presenters, or faculty, should acknowledge that there are limits 
to vAiat can be done with soune clients or patients. 

Cases should be selected after the initial evaluations are 
ccnpleted. 

Students should be encouraged to seek out stuSents with other 
agencies involved and discuss the case with them prior to the 
conference. 

Material on family dynamics should be included. 

EXxring the sumnary, discussion should include process jp«mes of 
prcblem-solving or ccetnunicaticais that were evident in the case. 

Si?^x>rt should be provided to the students to lower anxiety. 

Participation by medical students should be increased. 

B» AHEC representative to the lAG had already begun layii^ groundwork to 
include this e>qperienoe for the fourth year medical students in the Primary 
Care Clerkship. IXuring this period, three more case conferences were 
scheduled for Fall 1982. 

Coordinati on and Further Evaluation 

To this point the major coordination responsibilities for the lAG were 
assumed by the School of Allied Health and the School of Nursing. At the end 
of the first year, representatives from both schools found it more difficult 
to allocate the time and cost for such coordination. At the same time AHBC's 
relationship with the Uhiversity and participating agencies had beccroe well 
established. The AHEC representative was invited to the evaluation and 
planning meeting of the lAG in January 1983. Evaluations of the B^l 1982 
case conferences were reviewed. Severed reociniaendations were made: 

TSie host agency should provide the moderator for the case 
conference. If the preceptor feels too close to the case 
being presented he/she will choose another agency person 
to moderate. 

Host agency with student(s) should choose case for 
present€.tion. 

A case synopsis should be presented to AHEC at least two 
weeks prior to the presentation. 

AHEC should disseminate the synopsis to all involved 
agencies for distribution to individual practitioners and 
students. 
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UConn ocx)rdinating faculty should itaintain links amon7 
agencies and administer the planning and evaluation 
meetings • 

Tlia mode of presentation and the objectives were retained* 

AHBC^s willirigness to assume sate of the coordinating responsibilities 
was welcomed by both the xxniversity faculty and agency representatives. 
Additionally the evaluation form for the conference was streamliiied. Ihree 
case conferences were scheduled for Spring 1983. A modified system for case 
presentations was established, so that the lAG decreased the frequency of its 
meetings to one evaliaation and planning session per seniester. 

Ihrcwc^iout spring semester 1983, all BHC agencies were participating in 
case presentations. Ihese agencies facilitated the participation of other 
college students in presenting cases. Bie lAG r^resentatives also reported a 
smoother interagency ccraraunication network because the stctf f of each agency 
had ••met" during a case presentation and were able to feel a sense of 
teamwork. Ohis was viewed as very beneficial to the overall health care 
delivery of the BHC. Both students and staff were identifying tangible 
rewards as a result of their participation in the case presentations. 

The summary evaluations for Spring 1983 presentations indicated that 
objectives were being met, appropriate disciplines were participating, and 
that conferenoes provided a worthvMle experience for all involved. IWo areas 
were again identified as needing further development: more active 
participation of students in the discussion, and participation of medical 
students in the presentations. 

A Year of Changes: 1983 

Only one case conference was held in Fall 1983 because the BHC 
ejq^erienced a significantly decreased student pool. At the satne time AHEC was 
undergoing a change of personnel so that the next evaluatiorv/planning meeting 
of the lAG was not held until March 1984. Further, due to the lateness in the 
academic year, a decision was made by the new AHEC coordinator not. to submit a 
written case synopsis prior to ':he conference. This decision was a deviation 
from the established format of prior review by the lAG. During the subsequent 
lAG meeting this cixange was accepted. Because members perceived the prior 
circulation of the synopsis to be cumbersome and unnecessarily time consuming, 
the unilateral decision made by the AHEC coordinator, while procedurally 
unprecedented, was accepted. 

The increased si?pori of the medical school faculty for the conference 
resulted in medical student attendance at the Spring 1984 presentation. Ihese 
and other new lAG members needed an orientation to the format, outcomes, and 
procedures of the conferences. The remainder of this meeting focused on the 
planning of the Fall 1984 presentation. 

Review of evaluations from the Fall 1984 conference yielded new 
recommendations regarding the moderator, cases, and format. It was decided 
that? the case conference moderator should be someone not directly involved in 
the oare of the patient. Additionally, it was reccoranended that the moderator 
siiotld be oriented to the format of the conference and be able to draw out 
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partdcipation frm stucJents. Ohe case selected for presentation should remain 
anonyinous, r^resent a multidisciplinary or multi-agency involvement in care 
delivery, and have been active long enou^ for in depth problem identification 
tut no so long that all solvable problems were resolved. Hie houi>long case 
presentation was to be divided into specific, time-allocated activities: 5 
minutes for self-introduction of participants; 10-15 minutes for presentation 
of the case; 30 minutes for problem-solving discussion; and 5-10 minutes for 
wrap-i?), goal-setting, and evaluation. 

Fall 1984 brcw^t another transition in the coordination of the 
interdisciplinary activities, ahec had completed its project and the AHEC 
coordinator transferred the coordination of the IDOC to the University School 
of Medicine POC coordinator. This was done without the participation of the 
lAG. When this transfer of coordination was announced at a PCC meeting, an 
lAC member present realized there had been no formal ccroraunication with the 
lAG. Ihis member contacted the former AHEC coordinator to suggest that such 
occanunication occur. On the basis of this, a letter was sent to the IAG by 
the former AHEC and present POC ooon?.i.jators which began, "CONGKAIUIATICNSl 
Because of the quality of the conferences you have provided, the Primary Care 
aerJcsh^ ccinmittee has voted to include an Interdisciplinary Case Conference 
as part of eacii rotation." in addition to the unintentional condescending 
tone of the memorandum, there was a usurping of the lAG's authority, i.e., "We 
propose to address these issues [additional workload of more conferences] by 
schedulang..., recruiting..., and assuming responsibility for identifying 
cases and presenters. . . " This usurpation exacerbated the traditional conflict 
between medicine and other health professionals in interdisciplinary 
activities, and threatened the consensual decision-making process of the IAG. 

At the oonclusiai of the memorandum, a meeting was caJled t > plan for the 
^rlng 1985 case oonferenoe. At this December 1984 meeting, the rationale for 
change of coordinating organization was discussed, and, for a variety of 
practical reasons, the IAG found this cihange aoc^rtable. The date was set for 
conference vMch was held in March, -mere were scrae procedural prcblems 
f?!!!?!^ apparent that the new coordinator needed 

furttier orientation to the IDOC. in retrospect, the IAG members should have 
piayea a more active role in orie-^ting the new coordinator. As the framework 
suggests, "the djniamics of the planned change and action research methods must 
be CO ensure that the change agent is not solely responsible for the change 
but that each participant takes responsibility for the change effort." 
Consequently, the POC/IAG member met with the PCC coordinator to discuss the 
lAG's history, goals, objectives, and procedures for the conference. A 
subsequent IAG planning/evaluation meeting was held during which all case 
materials were reviewed and the evaluation form was revised to reflect more 
clearly the objectives of the caiference. 

New participants feel the strain in groap change, especially vhen thrust 
into key roles. The coordinator of the POC did not know much of the history 
of the IAG, and had only recently beccroe involved as medical student 
participation in the case conferences had been encouraged. As the AHEC's 
funding ran out, arrangements were made by the medical school to assume some 
of the ocranunity activities and liaison work vMch had been prwided by AHEC. 
Ihis included the coordination of the IDCC. 

The POC began in 1982 as a required 6 week, fourth year medical school 
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clerkship. The POC had itself gone throu^ a transition period in terms of 
being acx^epted by mfviic^l students and developing working relationships with 
ccraraunity agencies. By 1984, the clerkship was on a good footing vis-a-vis 
these issues, and the POC ocramittee felt ccaafortable about making the IDCX: a 
requirement for the medical students. This met the IAG*s desire for medical 
student involveawent, but it also presented a ocnflict in terns of scheduiirig 
priorities, e.g. , the POC preferred a case conference in each six-week 
rotation, and also wanted to avoid scheduling this conference in the same week 
the m edi c al students had another major case conference scheduled. All the 
other students vftio participated were on an academic semester schedule. Hie 
POC coordinator offered to have the POC nvgdical students and faculty acc^ 
respcxisibility for these ®ctra sessions. Bie end result of these proposals 
was that the IftG tried to work around all student schedules. From the 
coordinator's perspective, it seemed that the lAG felt the medical school was 
trying to takeover the conferences. The full understanding of scBoae of these 
relationships was not clear until the actual writii^ of this paper vdien a 
sequential systematic review of the events by key participants occurred. 

After the initied turmoil of this year, there were two case conferences 
held in 1984-85. These had overall ratings of 3.7 and 3.9 respectively (1 == 
poor, 5 = e5a:ellent) . (See Figure 1 for cortplete ratings.) By Fall 1985, the 
IftG was once again functioning on a consensual model and the POC coordinator 
was well integrated as a grojp member. In the 1985-86 academic year, there 
were 3 case ocnferences vMch received rankings of 3.95, 3.52, and 4.2. This 
variation in rating again was based on the lack of adherence to the case 
selection criteria described previously. Another ccaftpounding factor in the 
85-86 year was a change in the conference moderator. This is a critical role 
in terms of involving students from different disciplines in the discussion 
and reinforcing and integrating principles of interdisciplinary work and 
patient-oriented, coordinated care. 

Yet another factor was the wording of the evalioation form for one of the 
objectives v*iich consistently received a lower rating. It stated, "The 
presentation will esraonplify case management that demonstrates coordinated 
care, ccannprehensive care, and effective utilization of services." The wording 
of this objective is inaccurate since the cases are not selected to be 
exenplary, but rather illustrative of the issues in interdisciplinary patient 
care. Since the best cases were still active, there was an iitportant problem- 
solving dimension to them. This is an objective vMch needs revision. 
Presently the case conferences are caitinuing to qperate smoothly, and the 
entire action research process is being repeated. 

Conferences at Present 

One lAG planning meeting is held prior to or at the beginning of each 
semester. lAG members review conference evaluations, make recommendations for 
future conferences, and consensually schedule conferences for that semester. 
New faculty agency representatives and others involved in the IDC conference 
are invited to participate in the process. 

The case conference moderator is ejqpected to be someone other than the 
primary care provider vho is oriented to the format of the conference, and vho 
is able to draw out participation from students representing the various 
disciplines. The case selected for presentation should remain anonymous. 
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r^aresent a wulticaisciplinary or multi-agency involvertient in care delivery, 
and have been seen encu^ for in d^jth problem identification but not to the 
point that all solvable problems were resolved. The hour-long case 
presentation was to be divided into specific, tiine-allocated activities: 5 
minutes for self-introduction of participants; 10-15 minutes for presentation 
of the case; 30 minutes for problem-solving discussion; and 5-10 minutes for 
wrap-up, goal-setting, and evaluation. 

Interdisciplinary Issues 

Fran four years e5?)erience, four issues have surfaced vMch necpssitate 
continued energy fron team inembers and are consistent with the concepts of 
cdiange. Ihey are: 

1) Trust 

2} Ooordinaticn 

3) CXmership and Re^xjnsibilities 

4) Moderating Function 

The trusting relationship developed among the various participants needed 
to be maintained. Ihca^ each discipline was consistently represented, the 
individual participants changed. Ihe level of ocromitment of agency and 
academic preceptors directly affects the level of student participation* 

Opesi ocnraunication and support among team participants has continued to 
nurture a trusting relationship even ^Aien new individuals are added. Sudi 
issues as role ambiguity and role overlap are openly introduced and discussed 
- thereby strengthening initial bonds. 

Coordinating functions and responsibilities have also inerged as critical 
issues. Based on the norms of the lAG the decision making function was the 
d on a i n of the ocxnmittee and the managerial functions of serving agendas, 
calling meetings, and distributing minutes were the responsibilities. 

As an example, \ihen coordination remained consistent, thou^ shared as 
with Allied Htealth and NUrsing, the number of conferences each soaester 
reanained constant. As coordinaticsi became more imilateral (autocratic) and 
transference became abn?)t, the number of conferences decreased (e.g. AHEC to 
UConn Medicine) . Any deviaticai in the norm needs attention, otherwise 
confusion in roles and functions occurs. 

Shared cwnersh:^ and responsibilities have developed. Initially lAG 
participants developed an understanding about the major thrust of the IDC 
esqperienoe. It is new viewed as an educational rather than a service 
activity. Birou^ the process of decision making described in the f j.rst three 
sections, the issues of individual ooramitment, shared ownership, and agency 
supports have emerged. 

MDderating functions continue to be standardized across mcxierators to 
increase the verbal student participation, increase identification of role 
overlc^ or aitbigui'^ issues, and reflect xxpon groi?) process issues that may 
emerge during presentations. 
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Our model defines action research as a process vtoereby behavioral science 
knowledge is allied to help solve problems. One of the basic principles is 
that all participants are an integral part of change process and must be 
included in all stages of the problem solving process. This requires regular, 
committed involvenient and open coscimunioation between all individuals in the 
system* 

The lAG in its oonc^Jtion spent much energy in developing trust among all 
participants. Ihe itodel stresses a rational c^roach to planned change. A 
systematic process of collecting data, analyzing the data for problem 
diagnosis^ developing and iirplementing solutions, and having an evaluation and 
recycling process is inherent in action research. The informal groiqp of 
vmiversity faculty and BHC representatives began with the idea for a student 
health team practice, v*iich evolved into the IDC conference facilitated ky the 
formalized 

The lAG members demonstrated their iiviividual cmaitroent to the 
continuation of IDOC, vftiile at the same time strove to maintain a team 
approadi in all decision maldng so that the goals of agencies, faculty, and 
students would be met. Process problems occurred \Aien individual lAG member's 
needs superseded the needs of the team. The lAG may be viewed throujg^ our 
model as the change agent vftiose role is to help the participants collect data, 
analyze problems, have a free choice of action, and a clear ownership of the 
process. The lAG planning/evaluation meetings served these functions. These 
functions incliaded decisions about objectives of the ejqjerience, format, mode 
of evalxiation, coordinating responsibility, place, time moderator, and role of 
model and participants. 

As mentioned previously, four major issues continue to require energy 
from team members. They cire: trust, ownership and responsibilities, 
coordination, and moderator functions. These issues are consistent with the 
change process framework vtoere the need adaptation and flexibility are 
continually eir{]hasizedr 

The interaction between research and action occurs at each stage of the 
decision-making process. Change requires flexibility. As new data are 
collected, new strategies need to be developed. Social systems in 
organizations are constantly changing and each time a new individual enters 
the system, or the environment changes outside of the system, the data are 
different and the diagnoses must change. 

Adaptation is the key to keeping the chax>ge process in motion. The IDC 
has undergone continual adaptation in its 5-year history at EHC. There have 
been many different organizationed and participant changes. Witli each change, 
the IA3 responds with the cycliced phases of action research: 1) data 
collection, 2) data feedback, 3) diagnosis action planning, action 
iirplementation, and evaluation. 

Overall, the IAS is pleased about the longevity of this interdisciplinary 
experience and the conmunica*^ .^on between agencies and disciplines. Individuals 
have, in fact, been able "to connect faces to voices" and continue to see this 
as educationally beneficial. This seems to be a professional model of 
interdisciplinary activities vAiich has proven itself in this setting. 
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AN EXPEKDENT IN IMim)ISCIELENM?Z HEAIHH CftRE: 
THE EXPERIENCE 

Donna Erede Vinal, R.N,, Hi.D, 
Uhiversity of Virginia 

Infcroduc±ion 

The purpose of this pdiper is to provide a description of a unique and 
hi^y suooessful interdisciplinary health care team effort, Ihe Institute 
for Latin Ainerican Oonoems (I.L.A.C.) e}q)erienoe ha^^ promoted the concept of 
the interdisciplinary team since its ino^rtlon in 1977 • Ihe program is 
described in order to illvistrate an exanple of successful application of the 
interdisciplinary health care team concept. Ihis paper examines the existing 
program and notes adaptive changes over the years that have resulted in 
program inprovement. 

The program's selection process, team formulation, essentials of team 
maintenance, and methods of goal achieveoent are examined. Inplications for 
education are discussed. 

The Procfram 

The Institute for Latin American Ooncems (I.L.A.C.) began providing 
health care to rural inhabitants of the Dominican R^jublic in 1977. I.L.A.C. 
was created in 1972 by a grtx?) of Cuban Jesuits in the Dominican R^xjblic. 
Ihe program was originally designed to allow other Jesuits, students, and 
committed Christians to know and understand the people and problems of latin 
America. 

In 1975, those Jesuits responsible for I.L.A.C. relocated^ Crei^tcn 
Uhiversity in Omaha, Nebraska. I.L.A.C. then began prcvid-^ng a number of 
Crei^ton students with an e5?)erience that enlarged classroom learning 
regarding the Third World, and allowed for a^lication of the program's aims 
of iitprcfving the quality of life in Latin America. A natural broadening of 
program scope occurred in 1977 with the ino^ion of Health Care I.L.A.C, a 
sister program with a stated purpose of providing health care servicec tc 
remote areas of the Dominican Republic. 

In 1980, the two programs (General I.L.A.C. and Health Care I.L.A.C.) 
were joined. lAidergraduate students, heaiLth professions students, and 
practicing professicneds were formed into interdisciplinary teams to provide 
health care via iitprovised clinics v*iile living with local Doaninican families. 
Students and professionals from medicine, nursing, pharmacy, and dentistry 
were included within each team. Undergraduate students also worked as members 
of the he£LLth care team. 

Ihe merger resulted in a cultural e3q)erienae in the Ihird World imder the 
auspices of provision of headth care services. Student volimteers from each 
discipline were secured for participation and drugs were procured from 
charitable conpanies and organizations. A small number of students and 
professionals spent ten-hour days in makeshift medical and dental clinics 
serving the needs of an ever-increaising number of Dominicans. 
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As vord of ti^e program spread via parish priests and satisfied villagers 
(canpesinos) , each sun«aer saw an increase in client load and a corresponding 
increase in student frustration at such a ••bandaid" operation. 

Jn 1983, I.L.A.C. adapted a focus of prevention and health prorootion to 
si^lenent its existing acute-care regimen. Half-day clinics, horoe visits, 
and health education presentations were begun. This "New Begiming" also 
signaded a decrease in the frustration cited previously by student (and 
professional) participants. The goal of selecting and training indigenous 
health care workers (prorootorers) was also added in 1983. 

Participants spent two weeks in Santiago studying the language, history, 
and culture of the Doroinican R^wblic. Pour weeks are then spent providing 
health care in rural "canpos." Ihe program has grown to average 80 
participants per sunmer. Future plans include a year-round program 
administered frcm a central facility canpus (Center for the Enaotion of 
Integrated Health) . In its current state, traveling teams are sent out in 
Novenber, January, and March (between lengthier sumner sessions) to provide 
continuity and follow-t?) care. 

T!he objectives of the program are to: 

1. Sensitize the participant to a view of health care fron the 
client's perspective (hunanization) . 

2. Experience the reality of the Third Wbrld. 

3. Develop an landerstanding of hicalth care problems not ccnincn in 
the Uhited States. 

4. Provide an opportunity to inprove the health of others. 

5. E>q»se the student to an interdisciplinary effort. 

The Inte r disciplinary Exp erience 

TSie interdisciplinary nature of the esqjerienoe is carefully ocrchestrated. 
The formation of the team begins with the initial selecticn of students. 

Ths selection process for student and professioned participants has 
inproved thrc«^ the years. Initially, any and all student volunteers were 
accepted into the program. As the program grew in nunbers, the selection 
process became more like the college entrance applioatJ.on (withait the ACT/SAT 
examination) . The screening of applicants has beocme a necessity as the 
number of volunteers far €«oeeded the nuntoer of available ^ces. 

The selection process involves several cctponents; demonstration of a 
desire to participate; maintenance of an acceptable grade-point average; 
deletion via written essay of the student's reason (s) for volunteering for 
the program; and an interview with progrEan administrators and past 
participantfit. The Interview involves qusstions designed to identify such 
personal characteristics as open-mindedness, flexibility, ccranitment, 
tolerance for frustration, and personal/ professional security. (It has been 
noted that those students from large families appear to fare well.) These 
characteristics have been identified as being present in the successful 
program participant. 

Professionals desirxxas of participating in the program are screened via a 
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written explication form emd an interview. Selection of professionads is 
fina].ized based vpon several criteria: desire, abilities, past participation, 
teaching ej?)erienoe, and ocomitnient to the objectives of the prxDgram. Ihe 
program is an educational one with selection priority given to educators and 
last participants. 

In 1983, aiiother program modification was attenpted. Ihe "retreat" 
conc^ was fonailated and utilized as an early avenue for team interaction. 
Onoe the selection process has been aoocnplished (December for students, March 
for professionals) , a formal "retreat" (two-day worioshop for all participants) 
is required during the spring. Uie schedule of the wortehop is planned to 
allow for initial team formation. The selected stixJent/professional grotp is 
divided ditto teams and the team iirteraction begins. Ihe time needed for 
developaaent of the team is considered paramount and thus the weeJtend workshop 
is a requirement of the program. The success of the team's early cohesion is 
based \3pcn a belief in a ccmmon mission, a shared occimitment to the prxsgram's 
objectives, and a high rate of interaction. 

Ihe summer program begins in JUne vAien the stutient grxxp meets in Miami 
to begin the adventure. The sunnier program is eicjht weeks in length. The 
first two weeks are spent in student orientation in Santiago, the second 
largest city in the country. Professionals do not arrive until after this 
orientation for students. (Professional participation is set up in two-week 
blocks as careers rarely allow for five to eight weeks off.) This orientation 
involves preparation thrcuc^ language instruction, and classes on the history 
of tile Dcminican Rqpjblic, the cultural heritage of the country, and also the 
problems of the ocum^jy. Daily time is schsduled for team interaction in both 
educational and social modes. Professionals arrive at the end of the two-week 
orientation period and three days later, the teams d^art for the campos. 
Three days are provided for orientation and integration of the professionals 
into their assigned gnxps. This situation greatly iaproves team functioning. 

Since student participants have been in the country for two weeks and 
have spent one weekend within the confines of their assigned caitpo, they 
assume the leadership role and provide orientation to the newly arrived 
professionals. This situation has resulted in an equality of status between 
students and professionals due to the unequal knowledge base. This equality 
is carried into the clinic setting. Ultimate authority is vested in the 
coordinator of the gtxup, a non-health care professional/student who possesses 
fluent language skills and responsibility for the logistics of the ejqperience 
and the safety of the participants (not unlike a hospital administrator or 
fiscal manager) . The coordinator is chosen in December by program 
administrators after a similar selection process. 

IXuring the follcwing two weeks of health care delivery, the team eats, 
worte, and solves problems together. The grotp is formed into an effi.cient 
team through this daily facc-to-faoe interaction (livii^ workii^, and 
socializing together) . Environmental adversity, cultural dissorcmce, and 
generalized frustration lead to a cohesiveness -chat is uncharacteristic of 
m.)st headth care teams, in some cases, a bond is formed which time and 
distance cannot undo. 

In each new case or project, authority for health care services is shared 
according to expertise. The pero^ion of status remains one of equality. 
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within this student ejqjerienoe, each profession is deemed equally iitportant 
and the skills of each, ocnplementary. Pixijlem formulation and problem 
solving are done jointly asucang the medical, nursing, and pharmacy students. 
TJie dented, student relies cn the medical and nursing students for assessment 
and referral. Oontinucus ocnsultation among the student/professional 
participants allcws for a trvdy Integrated approach to health care. 

Personal and team limits beoane well known within the first two days of 
functioning. OSre oocperation necessary to initiate a half-day clinic, develop 
a routine, and establish an efficient operation promo t es a continued team 
relationship. Hie students discover they function interdQ)enaently quite well 
(cut of necessity) . They grw to rely on one aiwther as mutual respect and 
trust are fostered within such an environment. Coordinators receive special 
schooling on group dynamics to facilitate this experience. 

Home visits are acocnplishsd by an "ej5)lorer team" mix of students and 
professionals. The students/professionals divide thenselves into a four- 
person gxxxp and visit their Dominican neic^rs in a culturally determined, 
socially aoc^rtable manner. These visits are mainly social in nature and done 
at the request of the hone owner. Screening and referral are also 
acccnplished, as is acute care vAien necessary. 

None of the activities are structured or specified. How the objectives 
of the program are to be acccnplished is only speculative. Hedf-day clinics 
and hone visits are encouraged, and provide the only structure eif forded the 
group. There are a few rules rigidly held in the "canpo" setting: no 
alcoholic beverages; ro performanot^ of activities not previously practiced (or 
learned) in the United States; no provision of health care ty non-health 
related persons (no )iarm shall be done to our hosts) ; and professionals must 
always reaneofcer the catjphasis is on the student's experience. 

«»ef lection" meetings are hsld frequ&Ttly to discuss the activities of 
the day, make plans f^a: the next day(s) and devise naw, i^roved modes of 
functioning. These after-dinner raE«tings provide for important regrcqplng and 
a restoration of the ccmnon goals of the grot^. A team journal is and 
the recording of daily activities is passed among groi^) members. Difficulties 
are discussed, prx±)lems are solvoi, conflicts are resolved, and groiqp 
decisions are made. Praise is given for work well done and special manents 
remeanbered during these meetings. Everyone's contribution is realized during 
the reflections (not unllte a team conference) . These meetings and the 
continual face-to-face exchange between the members serve to validate the 
team's work ard reinforce the achievement of the progr am (and the 
individual's) objectives. 

Implications for Education 

The unique nature of the program affords success for the health care team 
concept. The setting is one of a Third Wbrld country with its aoccmpanylng 
material poverty. This environment ^fci:dfi< an e)q)eriexx3e of major cultural 
dissonance. The araterial diffeaienote between the North Americans and the 
Drmlnicans make possible a oorrefiponding difference in the functioning of the 
health care team. VJhat is routine in the States is ineffective iii this 
setting. What is "myth" within the health care team concept beccroes reality. 
Previous e>?>eriences in the States also appear Incongnjent in this new 
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setting. Uiere is no inequality eanong health care providers. Biere is no 
assumed status or proven authority. Interdependence, equality, and autonony 
reign in this situation. (Students are left during the last two weeks of the 
e>?)^ienoe with only one professional per team, usually a nurse.) Cannon 
prcblems with misinterpretation of the language, symbols, and custans of the 
country also facilitate the ccnoept of a collaborative teem effort, a gradual 
discovery of the expectations of the Dcodnicans for the program enables the 
team to focus their activities on meeting those expectations. 

•setting, the entire team takes responsibility for the outccroe of 
the health care. All participants are accountable for the quality of care and 
satisfaction of the client. Ercm initio interview throi^ follow-up and 
reewaluation, the ocnpleanentary knowledge, skills, and expertise of the team 
members support a successful outoocie. Within this setting, it appears 
unlikely that the outccroe would be as effective if only individual disciplines 
were responsible for the care. 

We find our students as well as cur veteran professionals possess mairy of 
the following characteristics: open-mindedness, flexibility, tolerance for 
«*«»i^3nent, integrity, personal and professional security, are 
cdient-c^ented, have Christian values, and are true adventurers. Hiese 
characteristics have proven valuable in a successful client/participant 
ej^ienoe. Htw these characteristics contribute to success can onlv be 
speculative, at most. ' 

me e>q)erienoe is an intensely personal event that provides the 
individual with a truly humanizing approach to health care and enacts the true 
meaning of the cono^ of the health care team. 

The e>q)erience allows for a third type of enculturation. Students and 
professionala allte ccne with not only their own ethnocentric views, but with 
their professional baggage. I.L.A.C., through its transcultural eimerienoe, 
enables the participant to realize a different model of disease, health 
beliefs and practices, and health care delivery. 

Initiation, formation, maintenance, and evaluation of the health care 
team is a process that must be carefully nurtured if the team concept is to 
survive and grow. Ihis program has discovered a successful fonnat for this 
nurturanoe. It is hoped that sane of the ideas described here car, allow 
others this same success. 



243 



242 



Bibliography 



Bittner, M. Headth in the Batey Libertad: A physician's iitpressions. 
Hospital Practioe . 161-176. November 1982. 

Davis, K. Medicine in the melting pot. Generics . 29-36. March 1986. 

Dickson, M. Where there is no dentist . Palo Alto, CA: Hesperian 
Pcwndation, 1983. 

Given, B. ; Siaimons, S. The interdisciplinary herilth care team: Fact 
or fiction? Nursing forum . 16(2), 165-184. 1977. 

Ifie, R. The generalist: A jaundiced vierf. The American Journal of 
Medicine . 74, 359-360. 1983. 

Meleis, A. ; Jonsen, A. Ethical crises and cultural differences. 
The Western Jcximal of Medicine . 136(6), 889-893. 1983. 

NidcDls, F. Health status of diildrer in rural areas of the Dotdnican 

Repjblic: Policy inplications for nursing practice and nursing education 
in Third World countries. Joamal of Oanmunitv Health Nursing . i(2) , 
125-134. 1984. 

Werner, D. Where there is no doctor . Palo Alto, CA: Ifesperian 
Foundation, 1981. 

Werner, D. ; Bcwer, B. Helping health workers lear n. Palo Alto, CA: 
Hesperian Foundation, 1982. 



244 



NUnUTlCN/FEEDING CLINIC: 
INTEXSRATINtS THE raDFESSIOi L STODENT 

Ellen H. King, R.N., Ih.D.; Betty Kbslcwski, Eh.D. 
Dale Deubler, M.S., P.T.; Kris Wolf, R.D.H. 
Susan Bauchaqyer, R.D.H. 
ThB Ohio State University 

Introduction 

Ihe NtttritiaVFeeding Clinic provides trainii^ in interdisciplinary 
^:proach to problesn solving in the area of feeding. Because the feeding 
process has many psychosocial and nutritional laplicaticns, the optimal 
^^jroadi to assessment and manag>anent requires the integration of eiqpertise in 
a nuntoer of areas including the mechanics and skill of feeding/eatii^, the 
behaviors that surround feeding and eating, and the nutritional adecjacy of 
the diet. 

Ihe purpose of this presentation is twofold. An interdisciplinary 
approach to feeding problems will be discussed. Ohen our approach to 
integrating students into the clinic will be presented. To acccraplish these 
purposes, a videote^w that describes the NUtritiocv/Feedii^ Clinic will be 
Eihcwn, the Uhiversity Affiliated Facility and its philosophy will be 
discussed, and student integration into Nutrition Clinic will be described. 

The Nlitrition/Feedincf Clinic 

NUtritioryTeeding clinic has two purposes: training of stuJents and 
service to clients. Faculty from the disciplines of nursing, nutrition, 
physical therapy, dental hygiene, psychology, and medicine supervise and 
coordinate the clinical activities for students. Students fron these as well 
as other disciplines participate in the clinic. Arrangements can be made for 
observations, consultations, or regular participation by faculty or students 
fron other disciplines. 

The clinic is held two times weekly. Clients of all ages may be seen, 
although primarily young cJiildren are referred. Once a referral is accepted, 
the priinary caregiver and expropriate oanraunity professionals are invited to 
aoocnpany the client to the clinic for the evaluation. The evaluations 
routinely include consideration of the following areas: (1) specific 
indications of nutritional status; (2) adequacy and appropriateness of dietary 
intake; (3) postural control and motor development; (4) feedit^ skills; (5) 
physical health; (6) psychosocial and socioeconcinic considerations; and (7) 
availability of occiraunity resources. 

Each client evaluation is conducted by a team of faculty and students 
whose members r^anesent the participating disciplines. One person is 
designated as a case manager. This person is responsible for hostessing the 
client throu^ the clinic. The clinic visit includes interview of parents, 
appropriate anthropometric measurement, and observation of a feedirg. 

Interdisciplinary reports are generated by the team and written by the 
case manager. Copies are provided to the family and other parties designated 
by the family. Clients are follcwed in the Nutrition/Feeding Clinic until 
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services are no longer needed or service can be presided by another agency. 

For participation in the clinic, students are provided vdth the 
qpportunity to e^ly disciplinary eijpertise and increase their understandit^ 
of other discipliiies. Ihey are able to learn basic skills that have been 
traditionally confined primarily to other disciplines and to increase their 
skill in functioning as a meanber of an interdisciplinary assessment and 
nanzKfenient team. 

Ihe university Affiliated Facility 

It is iitportant to discuss the University Affiliated Facility (UAF\ 
because these facilities si?3port the practices of interdisciplinary education 
and practice. Hie NUtritioiVFeeding Clinic would not survive without the 
si?3port of its parent agency, the Nisoncfer Center. 

uaPs were created during the Kennedy administration and funded by the 
Division of Mate.mal Child Health to prwide graduate interdisciplinary 
education for the next generation of professionals. UAFs are mandated to 
provide service to clients, provide ocnraunit education, and do clLiical 
research in the aret\ of mental retardation anu developwental disabilities 
(MB/^) . Ntitritiocv'fTeeding is a logical interdisciplinary prcblem in the area 
of m/rs) because it ic many faceted. 

NUtritioiVFeeding Clinics have flourished In interdisciplinary settings 
such as Nisonger Center due to the fact that many disciplines deal with growth 
and developirg mature feeding patterns. On the negative side, professionals 
of one discipline often assume that professionals of another discipline are 
dealing with feeding and no one is held accountable for assessment of growth 
and feeding. It is logical, therefore, to provide a clinic where nutrition 
and related feeding problems are looked at systematically. In such settings, 
it is assumed that there is more than one path to the desired outccroe. The 
interdisciplinary clinic provides a settii^ where client recccraendations can 
be coordinated. 

Students in Interdlsciplinarv dinlca 

Students in a variety of disciplines can receive aany benefits frm 
participating in the NutritioiVPeeding clinic. Students are encouraged to 
particiypate in a team setting that is not health-care oriented. The clinic 
enoourages interaction between disciplines v*x5 do not normally work together. 
Students learn that gxxxp process can be an Iitportant aspect of practice. 

also learn the skills they will need to beccroe case managers. Ihey are 
also able to learn basic skills that have been confined primarily to other 
disciplines. 

There are decisions that the Interdisciplinary team facully needed to 
make in order to aoocmnodate students. Scne procedures and roles witliin the 
group needed to be standardl'sed. Nisonger faculty pr^ared a role description 
for the case manager, standardized the infomation needed frcm the phone 
interview with the client's family, and began using a standard format for case 
reports. (See Appendix A.) The faculty identified a ccninon knowledge base 
needed by all students participating in the NUtritioiyFeedlj^ ainic. We then 
identified educational materials for the students at eadi level. Each facully 
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member then identified discipline-specific materials for students frcan their 
discipline. 

Hie issue of student recruitment must be continusLLly ccjnsidered by 
facailty. Eacdi discipline has curriculum and time constraints within it vMch 
HBJst worJc. The team aust shew sane flexibility in providing clinical 
o^jerienoe. A student v4io agrees to participate in the NUtritiorvTeeding 
Clinic works first with the faculty member frcm this discipline. When the 
student is oonfortable with the discipline role, he is assigned a case to 
manage through the team. 



Oonclusion 



Ihe purpose of this discussion has been to introduce the Niscnger 
Center's NutritiayFeedlng Clinic, to you and to describe sorae consideration 
we made as we integrated students into the team process. Wfe find that 
students keep our team alive and growing. Their input into the gvaap keeps us 
froft beocndng ocnplaoent. Wfe hope that our approach to students can help you 
in your endeetvors. 
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NutriticaVPeeding Clinic 
Checklist for Case Manager 

Client: 

Clinic Date: 

Case Manager: 

P resent a brief suwnary at planning oonferenoe 7-10 days prior to 

presentation at preclinic oonferenoe. Receive input from faculty and 

students regarding specific information needs. 

C onduct tel^iione interview. (See Hione Interview Outline.) 

R ecord pertinent information in progress notes. 

O rganize information for presentation at preclinic conference. 

S ee that available hei^t/length and wei^ data are recorded on growth 

chart. 



DURINS H^ FTTTMrn 

Bring client chart and conduct planning conference. 

F onnolate list of additional information to be obtained before clinic 
day. 

BEtWK CLINIC 

C ontact appropriate individuals to obtain desired additional information. 
C ontact and cbtadn ocmmitmenc fcon discipline consultants necessary to 
the assessment. 

^ r&pdTB list of any persons/agencies to be added to consent/release 
forms. 

S ee that appropriate food and equiproent are available for feeding 
session. 



M3RNINS OF CUNIC DftY 

C hecilc with nutritionist regarding^ equipment in 302, if the client has any 
special needs. 

A rrange room 116 to aoooramodate those in attendance. 



DURINS CUNIC 

B ring client to clinic. 

J?resent 5-10 minute summary of evaluation plan. (See Guidelines.) 



Jiave consent forms signec^updated. 

parent \Aiere copies of report should be sent. 
JErxtroduoe client/family to everyone involved. 
Jaad team in conducting session according to planned schedule. 



AFTER CTT Ttrrn 

At post-clinic conference, lead team in discussion of 

in?iessicns/oanclusions, and formulate prioritized list of 
reconmendations . 

On ixuting slip, record dates on vJiich discipline r^rts are received. 

P repare interdisciplinary report. (See Format and Guidelines.) 
C oordinate foUow-i?) service. 

W ithin one week following the post-clinic conference, call the family to 
inquire how things are going, to inform them of additional 
reooranendations and status of follcw-i:^). 
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THE OHIO STATE UNIVERSPIY 
THE NISCMGER CENTER 

IbSO CANNON DRIVE 
OOIIMBUS, OHIO 43210 

NUKUTiaf/l''iM)ING fT^mm matE IWI'KHVIEW GUIDELINES 



There are three basic purposes to the phone interview and they are 
listed as follcws: An x^dated picture of the client is developed, the case 
manager begins the relationship with the caregiver and other professionals 
in*-erested in the client, and the case manager g^.ves those individuals ccatning 
to NutritioavTeeding Clinic an idea of vftiat to expect frcm their e3q)erience. 

An outline of the information vdiich the case manager should collect 
is offered below. This outline suggests area of inquiry. Additional 
information may be pursued if in the judgment of the case manager the 
information vdll assist the team in xrderstanding the feeding and nutrition 
problem(s) . 

Prior to the phone interview, the case manager should contact each 
disciplim seeing the client to identify special considerations of that 
discipline. Time for this will be provided at the clinic conference on 
Wednesday. Should this contact not be possibly for scrae reason, ask the 
family to bring a 4-day intake record and food to feed the child. 

Each phona call should start with an introduction of the caller to 
the caregiver. Briefly describe the purpose of the call. At sorne point 
during the call, the purpose of the Nutrition/Feeding Clinic will be 
described. Be sure to include the following: 

1. The disciplines involved 

2. Student involvement 

3. When and vAiere to arrive (e.g., 11:15 a.m. in Clinic Office) 

4 . Wei^t and measurement will be taken 

5. Interview of caregivers and professionals will take place 

6. Feeding 

7. Closure at 12:45 

Ask the family to bring the following: 

1. Grcwth data (e.g., baby book or health records) 

2. Adaptive equipment used for feeding the child at home 

3. Medications or vitamins being taken by client 

Outline of information to be obtained in phone interview: 
Name: 

Birthdate: 
Parents' names: 
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I. Referral/Chief (Jancems 



1. Why was client referred 

2. What are the problems encxxantered 

II. Data 

Age: 
Sex ; 

Most recent heicftit and weicdit and date taken ! 

Medication : 

Allergies : 

Htealth History ! 

A. Health problems associated with feedirg or nutrition problem 

B. Recent health problems 

Feedincf Problem : 

A. Problems that have ixen identified 

B. Appetite 

Current Diet : 

A. IVpe of food (ccratercial, table food) 

Feeding at hone : 

A. Mho are the primary feeders 

B. Hfcw is the child fed: 

1. position or specied seating arrangements 

2. special eguipDsnt 

Dental History : 

A. When teeth en?>ted 

B. Present number of teeth 

C. Professional dental care 

D. Problems 

C3cRtmunitv Resources : 

A. Places and persons who are dealing with feedir^ or nutrition 

B. Parental permission to contact these resources 



Care needs to be given to collecting information from all available 
resources. If the client is referred frun one of Nisonger Center 
mterd'Isc^linary Iteams, the case manager worics with the team leader to get 
the needed information and establish necessary contacts. Referrals from other 
sources should be contacted directly. Be alert to similarities and 
differences in peroeption(s) of the client's feedii^ and nutritional problems. 
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THE OHIO STRTE UNIVERSnY 
IHB NISCNGER CENTER 

1580 CANNON mrvE 

COIUMBUS, OHIO 43210 



R3RMaT AND RTTrnCTTMPS FC Sl NDTRITKaj/FEEDING dJNIC REPORTS 



Repcarts and records are vidiicles fear oomnunicating infcaanation pertinent 
to treatment or management of the client. 

In )ce^incf vdth Nisonger Center policy, the NutritioaVlfeeding clinic 
Reports vdll be vnritten in such a manner that information pertineirt to the 
feeding e}$)erienoe is objectively and ocnpletely ocranunicated in a style that 
enables the report to be shared with the client's parents, community agencies, 
and professional individuals. 



NME: PARENTS: 
BnaHEftTE: DftlE OF EXAM: 

CASE #: 



NUroinON/FEEDING REPORT 
!• Referral/Chief Oor>oem 

A. First Clinic Visit - three staternents should a^^pear here: 

1. Name of persan(s) referring the client, and relationship to 
the client 

2. Statfisnent of vAio aoccrapanied client to clinic 

3. Chief nutrition and feeding ooncems of referral sourx::e 
and/or persan(s) aoccnipanying the client 

B. Follow-up visit - the followii^ infonnaticn should appear here: 

1. Date of previous clinic visit 

2. Reasons for follow-\:p 

3. Statement of Who accotpanied client 

II. Data 

A. Identi^ing Infonnation 

1. Age 

2. Sex 

3. Anthropcraetric Measurements: % National Center of Health 

Statistics Reference Data 

Height (length): 
Wei^t: 

Trio^ skinfold: 
Siabscapular skinfold: 
Mid-i^jper arm circumference: 
Head circumference: 

Mom Dad Reported Measured 

Height: 
Wei^t: 
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4. Biochemical Indices 

5. Ifedications 

6. Nutrient Si^pleraent 
!• Allergies 

Drug 
Food 
Other 
Evidence 

B. Health History 

1. Pregnancy 

2. LsOdor and delivery 

3. Discovery of develcpnental prcblem(s) 
When What Done Results 

C. Review of Systems 

1. Skin 

2. Eyes 

3. Ears 

4. Ihroat 

5. Heart 

6. Breathing/lungs 

7. Eating/digesting food 

8. Liver 

9. Kidn^/bladder 

10. Nerves 

11. Bones 

12. Medical diagnoses made and by vdion 

D. Riysical Exam 

E. History of Feeding Problem 

When and What What Done Results 

F. Diet 

1. Pertinent historical information 

2. Current diet 



G. Growth History 

H. Feeding at heme 

1. Who 

2. Hunger cues 

3. Satiation cues 

4. Special equipment 

I. Dental History 

J. Oonsnunity Resources 

Service Contact Person 

K. Family History 

1. Persons residing in household - ages and time constraints 

2. Primary caregiver 

3. Others feed 

4. Others \Aio give care 
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5. Family schedule - during the week and the weekend 

6. Eooncnic si^port of the family 

L. Observation During Feeding 

1. Caregiver sensitivity 

2. Caregiver response to distress 

3. Gtxwth fostering 

4. Clarity of oues 

5. Itesponsiveness to parent 

6. Oral nkotor ftmctioning 

7. Positioning, muscle tone, and mofvement pattern 

8. Sensory prooessing incduding response to particular foods 
and tactile def ensiveness 

9. Self-feeding skills 
10 c Behavior 



Impressions/Oonclusions 

Su mmar ize the most cutstanding impressions obtedned throu^ 
analysis of data, being sure to include otrengths. Identify 
problems in the following areas: 

1. Growth, current size 

2. Nutritional status, nutritional needs 

3. Meguacy of intake 

4. Feeding skill on part of parent and/or child 

5. Riysical health 

6. Dental health 

7. Resouroe availability, both individual aixi oomraunity 
Recoctmendations 
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INISODUCriON 

INTERERDEESSIONAL EDUC3VIICN IN 
CLINICAL SPBCIAIIIY AREAS 

Patricia W. Gillespie, M.P.H. 
American Society of Allied Health Professions 



Ihe integration of education and service is a challenge increasing in 
intensity for both sectors. With concern for cost containment awJ changes in 
patterns of delivery, the traditional modes of clinical or practice education 
are being eroded. Developing innovative approaches to this phase of education 
vAien the structure is interdisciplinary is an even greater challenge. 

ThB first ipsper describes the develcpnent of an cn-campus clinic that can 
provide a model of Interdisciplinary team care and int^rate theory awJ 
practice. Ohis model was developed as a response to not only a need for an 
adult neurogenic ser/ice, tut a need for a mcxael of practice that serves the 
educational objective of developing teams. 

Btie second pepjer describes an educational program that was developed out 
of the need for a medical i^)ecialty, behavioral pediatrics that has a 
multidisciplinary theoretical base. A ccoponent of this program was the 
creation of practicum sites to e^ly the theoretical knowledge, again 
demonstrating the need for the laboratory for learning. 

Btie third pepjer focuses on a program to meet a resource need for 
geriatric services. Ihe e^roach l^^wthesizes that there are barriers 
preventing health professionals from pursuing a specialty with the elderly. 
Biis program provides consultation and resources to strengthen the traditional 
academic courses and to design a clinical experience, both directed to 
m i nim ize the barriers for a career choice. 

Btie final Tpaper describes the developnent of service opportunities in the 
area of heedth education and health prcwotion for the elderly to apply the 
conc^jts of the develcpment of a "team player." An etcphasis on the 
^istcmological base for the service was presented. 

In summary, each ejq)erienoe arose from the need for a laboratory to 
prepare human rescurces vAiere client needs require a multi- or 
interdisciplinary approach. Development of these ii»odels also prwides a 
service, vAiether or not this was a primary or secondary mission. More 
Importantly, they all recognize the Inportanoe of synthesizing theory and 
practice and applying the synthesis to carplex health problems. Consistent 
with the theory of the learning cycle described by Kblb, et al,* the approach 
requires both abstract and concrete approaches, experiential and reflective 
analysis for long lasting learning. 



*Kolb, D.A. Individual Learning Styles and the Learning Process. Sloan 
School Wbrklncf paper . Cambridge, MA: Massachusetts Institute of 
Technology, 1971, 537-571. 
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THE DTTERDISCIELrNRRY ADUIIT NEUROGENIC CLENIC: 
A EIIOT FRCOECr 

Mary K. Madsen, ih.D., R.N.; Anna M. Gresch, M.S., C.C.C.-S.P. 
Bonnie J. Pet±ersan, M.S., R.R.A.; and Mary Pat Tauter, M.S., O.T.R. 
Ihe Uhiversity of Wisconsin 

Ihe Interdisciplinary Adult Neurogenic Clinic was a pilot program at the 
Uhiver&ity of WisccnslirttLlwaufcee to assess the feasibility and efficacy of 
providing imiversity^Dased integrated clinical practicum ej?)erienoe to 
students enrolled in four School of Allied Health Professions curricula and 
the School of Social Welfare. 

Traditictially, allied health pre-professional students have been trained 
in either a discipline-specific university setting without benefit of 
interdisciplinary taxwledge and cooperation, or in a coraaunity-lMised 
institutioiial setting for vAiicii students are unprepared to work in a heedth 
care team. Upon enplciyiftent, the allied health professional must then learn 
the terminology and working precepts of their rehabilitative colleagues. 

Diis program was based on the professional conviction that people 
ej5)ected to function in an interdisciplinary environment would be better able 
to do so if educated according to an interdisciplinary mcxael. Hhe pilot study 
addressed the university mission of education, research, and service; it 
provided an opportunity to integrate theory with practice, denonstrated to 
allied health students that, both basic and applied research evolves from and 
CQntriixites to clinical practice, and provided care for individuals deprived 
of needed rehabilitative services because of changes in current heeilth care 
service delivery systems. 

Historically, only the D^artraent of Speech Pathology and AuiLology (SPA) 
had provided clinic service to adult neurogenic patients as part of its on- 
canpus clinical practicum for graduate students prior to their entering off- 
caitpjs medical placement. Department faculty as well as medical placement 
supervisors were encouraging increased education in health care team 
operations, interdisciplinary terminology, and treatment planning. Contact by 
SPA was made with the oco^ational therapy department at UWM to begin planning 
some type of integrated clinical education while serving the patients alrea(*^ 
available. 

The Ooa^atioial Iherapy Program had been concerned with Level I field 
placement (first clinical experience) for some time. Tlie Wisconsin Council on 
Education (Wiscouncil) surveyed 169 occi^aticml therapy clinicians and' 
educators in Wisconsin since the fall of 1982 to examine problems encajintered 
in laplementing Level I field work at both the technical and professional 
levels. The project was extended to look at Level I field work issues 
nationwide, strong conoem was ej?>ressed over cost effectiveness ami 
accountability of Level I programs, sane clinics in Wisconsin had eliminated 
level I programs due to concern over cost. The same has hap^-^ned nationwide 
(LeanarxJelli and Caruso, 1986) . The Occi^tional Therapy Program within the 
School of Allied Health professions at the University of Wisconsin-Milwaukee 
consequently began considering the potential of an on-cairpus Level I placement 
for scaane of its students. 
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Madicad trerds also signify change and grcwth within the university-tased 
cainical education parograms. Numercws acute care and seme rehabilitation 
settings were realigning individual departments into single interdisciplinary 
entities with coordinated patient care under the management of one 
professional. 

The changes and increased oonpetition among hospitals since 
inplementation of the Medical Prospective Bayroent System (MPPS) were also 
affecting on-site clinical education of students in allied health professions. 
Ho^itals weiie forced to look at all p r og ram s in tentB of productivity and 
cost effectiveness (Soott, 1984) . There was a question of the amount of time 
field placement sipervisors had to individually orient and train student 
clinicians. Kautzman (1986) surveyed twenty-one ocopational therapy 
directors in Wisconsin acute care hospitals regarding six different aspects of 
l£vel n student occa^ational therapy field work placement concerns, six of 
the reqjondents or 28 percent indicated the amount of time spent by 
scpervisors with students had changed and was directly related to the 
inplementation of MEPS. Ihe same nuntoer of centera acknowledged that they 
wcwld accept fewer occupational therapy Level II students as a result of 
laplementation of MPPS. This trend weus seen in other allied health student 
plaoeroents as well. 

As a result of the concerns stated above, the need for an on-canpus 
clinical e>?)erienoe early in pr^xcofessional training for all allied health 
students seemed inevitable. Bie Interdisciplinary Adult Neurogenic clinic at 
the Uhiveraity of Wisconsin-Milwaukee was then formed as a pilot project based 
on the belief that an interdisciplinary educational model, rather than a 
discip line-specific or multi-disciplinary model is the true "health team 
^pprcach" and, as such, is reality based in the delivery of health care. Ptor 
the Inter-discipllnary model, the major earphasis for students fixm several 
disciplines is shewing seme joint responsibility for a task that requires 
mutual oocperatdon to achieve a stated goal. 

Aooording to R.B. Fox (date urik lown) , there are five generic models of 
Interdisc^inary education. Our Interdisciplinary Adult Neurogenic cainic 
could be described as a patient care team abroach and can be further defined 
as a patient orientation model. Ihe patient orientation model ertplpys the 
health team ^3proach ty focusing on patdent and family needs and incorporatir^ 
the necessary disciplines as the time arises. 

The clinic provided rehabilitation services to ei(^t neurogenically 
jgpaired adults frcm the Greater Milwaukee area. Seven clients presented 
strdc? histories and shewed potential for further progress in rehabilitation 
(or had interest in additional therapy) but were no longer covered by third- 
party medical insurers. The eighth client was approximately one year post- 
clx5sed head injury and was in an interim stage between rehabilitation 
services. 

Student participants and faculty in the Interdisciplinary Adult 
Neurogenic cainic came frcm the Schools of Allied Health Professions and 
Social Welfare at the Uhiversity of Wisconsin-Milwaukee, within those 
schools, students rqjresented four dqparbaents/programs as follows: 

Medical Record Administratdon Program - two undergraduate students 
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Ocx::a:patianal Theraqpy Program four xmdergraduate students 
Speech Pathology zjnd Audiology Departaftent - four graduate students 
School of Social Welfare - four graduate sti^dents 

in addltlGn, the lhere^)eutlc Becreation Program participated on a 
demonstration basis. 

Of the fourteen student participants, approximately half could be 
described as "traditional*' college students, cccdng directly frcm hi^ schools 
and f ollGKfdng full-'time professional currioila at either undergraduate or 
graduate levels. Host of those students also held part-time jobs. An 
additional two students were esooployed full time in school settings and cane to 
vm for summer training to i^xSate skills for future occipational changes, ihe 
remaining students sought this unique experieanx as a contribution to part- 
time education at l]WM. All but the social welfare students received academic 
credit for the experieanx. Hbe project met clinical course requirements for 
both the speech and occupational therapy members and counted tc^ard client 
contact hours for social welfare students. The medical record administration 
students enrolled on an elective basis. 

Faculty for the clinic came trm the same curricular backgrounds as the 
students with the addition of the Project Director fixni the Department of 
Health Sciences. Ihe faculty's role in this experiential model of education 
required scnne revisions in teaching techniques, as they served itcre as 
facilitators, resource persons, and clinical role models than as traditionad 
acadeatiic educators. 

Faculty clinic planning began early in 1986 with the clinic itself 
scheduled for a six-^week summer session beginning in late Jux>e and terminating 
in aarly August 1986. Three weeks prior to clinic initiation, student 
activities began with client record forms developed by the medical record 
administration students. The follcwing thirteen forms were designed by those 
individuals, with nine forms actually introduced during the summer session (as 
noted with an asterisk) : 

Rroblem list* 

Patient identification* 

Authorization to videotape/tape/photograph* 

History* 

Request for physician's orders 

Interdisciplinary care plan* 

Interdisciplinary care plan i:5x3ate 

Progress note* 

Case conference summary 

OoKtraunication record* 

Interdisciplinary patient status r^)ort 

Interdisciplinary discharge summary* 

Interdisciplinary disdxarge summary (continuation) * 

Discipline-specific client evaluation tools were pulled frcm other resources 
for use durijjg the pilot. A Consent for Treatment, a Ehysician Participation 
Authorization, and an Informed Consent for Disclosure of Patient Health Care 
Informaticai were also initiated as designed by the Medical Record 
Administration F&culty Coordinator. All documentation was designed to follow 
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an interdiscipllnary/problem-oriented fontat. 

Ihe clinic was organized in the following manner. Each senior 
ooa^ational thereby student was teamed with a graduate speech pathology 
student. The eight clients were assigned to an OT/Speech team, with each team 
reepcnsible for tsro clients. Ihe clients received at least four hours of 
service per week, with the clinic functioning for three hours per day on 
Mondays and Thursdays. Hie weekly schedule was as follows for each OT/Speech 
team: Jianday, during the first hour, client #1 received service fran a speech 
stutaent wi,th an OT stuSent observing. The second hour, patient #1 received OT 
services with patient #2 receiving speech service. Ihe third hour, OT 
provided services for patient #2 with the speech student observing. On 
BiurBdays, this pattern was reversed in order that each student had an 
CFpocttunity to both observe and weak with each patient on a one-to-cne basis. 
Social work and medi c al record administration students clIso observed therapies 
regularly. 

Ooctpational therapy students conoentrated on thoroui^ evaluations of 
their patients during the six-week period. Areas of evaluation included: 
active and passive range of motion, sensory, functional muscle, perceptual, 
and dexterity testing. Activities of daily living, horoemaker skills, 
ocnnunity living skills, leisure skills, and life-style evaluations were also 
done as a part of an independent living assessment. A hcroe evaluation was 
perfonned during a hone visit. Each student was expected to develop a 
treatment plan with long- and short-term goals based on the results of their 
evaluations and to design a hcne program for each client for follow-iqp 
piapoees. 

Speech and language pathology students evaluated patients during the 
first few sessions for aphasia, <^,rsarfchria, veriaal apraxia, anc3/or cognitive 
disomJers basing their dioice of a diagnostic battery on presenting synptcras 
and medical and case history information. long- and short-term treatment 
objectives were individually established with therapy iraraediataly iaplertented. 
Family mesnbers were enocwraged to observe therapy ard were consulted weekly 
regarding follcw-throu^ of hone assignments. 

Social welfare students met with the clients on an appointment basi' 
either on campus or in the client's hone. Family nerribers were encouraged to 
participate. Narrative documentation of the family therapy was included in 
the client's record. Ihe student there^ists used the Brief Family Therapy 
model (Witzlawick, 1974) in working with families. Six- to eight-week 
sessions are the maximum reoocmended when using the Brief Family Therapy 
model, as it uses a family-systems approach. Therapy was done in roans with 
two-i«ray mirrors and was also vidiynt-aped so that OT and speech students were 
able to either observe sessions simultaneously or later on tape. 
Additionally, descriptive data were collected on the patients and their 
spouses using the following instnments: Family Adaptability and Cchesion 
Scale (Olson, 1979) ; Marital Ocnparison Level Index (Sabatelli, 1984) ; Equity 
Distrument (Walster, 1975) ; Oanrwnication between Mates (Fitzpatrick, 1984) ; 
and Lxaas of Control Instrument (Rotter, 1966) . 

The OT and speech students jointly identified client prdblems and their 
discipline-specific treatment plans were incorporated into an 
interdisciplinary plan following the problem-oriented system. The students 
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were also required to write daily progress notes on each patient according to 
the SOAP format. At the end of the pilot clinic, the OT/Speech team joinUy 
counseled the patients and their families regardii^ progress and 
reocnmendaticns . 

Other oontrihutions by the iwadical record administration students 
Included developnent and distriJxttion of policies and procedures on client 
record security and charge cut, client infoniaticn confidentiality and release 
of information, correction of the client record, abbreviations, and sequencing 
of the content of discharged client records. Quality assurance for the record 
system was add r essed through both quantitative and qualitative record review 
performed on a weekly basis by this group. Indexing of all clients, 
diagnostic coding and reoocinendations on future statistics and registers were 
also acconplished. 

■naesday clinic meetings were reserved for inservice training and team 
planning sessions for patient treatment, m addition to interdisciplinary 
planning and coordination, students prepared and presented discussions of 
aphasia, verbal apraxia and dysarthria (speech) ; ooapational therapy roles 
and functions (OS!) ; problem-oriented recoiding and Tn»i-»r?<l record 
administration roles and functions (medical record administration) . The 
Faculty Coordinator fixm social welfare described the family therapy process 
and provided a clinic client-family videotex as an example. An ariapt-or^ 
aquatics demonstration involving volunteer clients and students was also 
provided by the Recreaticnal Therz^ Faculty Coordinator. Ifofispital-simulated 
patient staffings by or and speech students concluded the summer session 
stffiKjarizing client histories, assessments, and thera^ aoocnplis*ied. 

Evaluation 

It is imperative that constant evaluation of interdisciplinary prxjgrams 
be undertaken so that weaknesses become apparent as the programs grow. 
Provision for change throu^ evaluation should be an 

integral concept of all interdisciplinaucy programs regardless of the model 
used. 

Evaluaticai of the pilot project for the Interdisciplinary Adult 
Neurogenic Clinic was focused in two areas: (l) Program concept, in vMch 
subjective data were collected frxm everyone involved— patients, students, and 
faculty; and (2) Khcwledge gained, in which objechive data were collected on 
both factual and attitudinal knowledge. 

Pnxrcam OonoeDt 

In relation to the program concept, patients, students, and faculty were 
asked to conplete separately designed questionnaires. 

Patient Evaluations, ihe patient evaluation consisted oj.' five yes/no 
response items with opportunil^ for ccmiraentary on each response, as well as 
three cpen-ended questions. Of the ei^t patients served by the clinic, five 
individuals returned their questionnaires, ihe first three questions on the 
instrument were as follows: 

"Was it iirportant to ycu to have both occtpational therapy and speech 

cervices offered?" 
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•|W^ you satisfied with the therapy services provided?" 

o-F <Jiestions were responded to affirmatively by loo perx:ent 

S S^S^c^nSS?^ r^.?^^^^ subjective citt^te rKS 
i^^^?^^ pertaiiied to the need for oontlnual treatment and 
adgU^ therapies e.g. pl^t^ One ccmnent ^paScularly 
SSff^; . • • • is the best program that I have had sinoTl'^S rw 

^ssri^iSt^tTw^,^^ ^ (a'tStis,^ 

^^Ic^o/^^T^ Icw^Srcentage of for'^^on 
i^^ti^tso^of the patients were not available fcr the applied aquatiS^ °" 

Seventy-five percent of the respondents replied "ves" to the i^^^-h 
questicjn: "For those of vou v4io t»rH^^rv»4-rvq ,^ titth 

find their servicTStSrSSt^ S^JSLf 2t^.f5^?J!?^^' ^ 
they did not choose S^lSy^^ c^^Sitf ^ ^ 

Ihe three open-ended questions were: 

^t was the inost litportant part of the interdisciplinary cli^nic to 

OTwer. me reason for the preference of ocomational thsraov wacs 
^I^^L:^ iJ^..^ -™ »^ -"""^ -tensive 

Dlioe^^;:^^^®^^^^^^- ^ "naergraduate a«a graduate students in this 
pilot lapject were given a nine-item evaluation, six ouestims«p^^ 

4^ ^ question was: •»VJhat was the most important oart of 
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Stxdents were asked: '»What would you lite to learn if you had itcre time 
with the clinic?" Several students expressed an interest in nore specific 
treatinent techniques and the role of ooccpational therapists beyond that of 
evaluation, viiich was all stuSents had tiine for this summer. One student 
canmented that " . . • (she) would lite to interact with the disciplines even 
laore. (She) would lite the process to include more feedback to the other 
professionals. (She) would lite to have a form designed to document record 
deficiencies." 

The third open-ended question was; 'Wiat would you iitpxve in this 
clinical e3?)erienoe?" Students recamnended that a grxxp session be offered 
for the patients, similar to the group sessions held each semester in the 
Speech and Language Clinic. Students were able to identify ad±Ltional topics 
of interest for the inservice pr ogr a ms, e.g., relinbursement systems, JJRGs, and 
factors that influence the length of treatment in acute care facilities. 
Students would have liked wore tiioe in all aspects of the clinic including 
orientation, briefing an the patients and their families, actual evaluation, 
and treataftGnt of patients. Students suggested inproveraent in the area of 
interaction between the social work stuJents and other disciplines, as well as 
an introduction of recreational therapy earlier in the program. 

Students were asked; "What W3uld you eliminate froa this clinic 
e)5)erienoe?" Other than reordering the inservice topics, students recanmended 
eliminating nothing from the clinic e>?)erienoe. 

Ihe fifth open-ended question was: "Did the interdisciplinary clinic 
e)5)erience meet your e55)ectations? Why or v*iy not?" As a groip, the students 
responded that not only were their e)?)ectations met, bit their ejqDectations 
were ex c eeded. One student reaction was "... it turned out to be better 
than I ever imagined. I e>5)ected to observe and help our si5)ervisors evalviate 
and treat patients, not to do it nyself. I also didn't realize v4iac an 
exoell^t opportunity we would have to see speecii and social work or 
understand medi c al records people." Another student reaction was; "I did get 
a chance to work with 'real patients. ' I felt the supervisor prxuvided me with 
excellent feedback as to hcv I was doing in therapy and encouragement. All of 
the si?)ervisors in the other departments were si^jportive and willing to help. 
It was beneficial to learn about other departments." 

Ihe final open-ended question was; "If it were offered ag< in, would you 
reccwmend the interdisciplinary clinic ejqjerienoe to other students? Why or 
why not?" Ihe imanimcus reaction to the question was "yes." One student's 
ociiiment stme vp the reactions of all the students; "it really bridges the gap 
between the classroom and the real world, gives self-^x^nfidence, and allows 
for interaction, understanding, and information about other professions thr 
would not likely be gained otherwise." 

Students were asked; "If the interdisciplinary clinic concept were 
e>5)anded to other interdisciplinary course offerings, what topics would you 
feel are appropriate?" Students consistently named; documentation and the 
problem-oriented medical record, medical terminology inclxiding discipline- 
specific terms, neurology, reimbursement systems, and the therapist's role in 
an acute care facility, and psychopathology as possible tqpics. 

An overall summary of the student e}q)erience in the pilot program can be 
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sumaarizecl by one student's oonwsant: "ihis class would be an excellent 
educational and emotioaial benefit to anyonel It gives ejqjerienoes that cannot 
be gained in any other class/area during a stuJent's education." 



Faculty E valuation . Ihe faculty were provided with an evaluation form 
tijat consisted of open-ended questions and one Likert item. Of the five 
faculty v*D participated in the program, four evaluations were returned in 
time to be analyzed. 

Fa culty were asked to describe their role in the clinic during the pilot 
program. Ihey described their role as si?)ervisor or coordinator for the 
students and as a resoicx* on discipline4pecific issues. Biree of the four 
faculty indicated that they understood their responsibilities, but one 
individual felt the responsibilities were greater than anticipated. Two of 
the three faculty felt satisfied with their role in the clinic. Oie 
individual viio was not satisfied, stated that he did not adequately pr^are 
himself or the students for effective, collaborative activities. All four 
individuals indicated that they would lite to continue with their role in the 
clinic. 

Faculty were asked to identify \fbat they would change in the program. 
Most suggestions related to planning, scheduling, and the addition of rcare 
time for thanselves as well as the students. Faculty were also asked viiat 
they would lite to retain in the program. Ihe ccranents were similar in 
rel ation to not only retaining v4iat was done, but to develop and enhance the 
program further. One faculty member suraraed it vpi "retain ... all that we 
started—thco^t we organized well for the first time around!" 

Faculty were asked to rate five aspects of the clinic using a five-point 
litert scale with 5 = very beneficial and 1 = mst beneficial. Hie mean 
ratings were as follows: 



Based on the ratings of the operation of the clinic, faculty were asked 
to describe the strengths and weaknesses of the clinic. Faculty described 
strengtiis as "teamwork" both on the part of faculty and students. The 
interacticn between levels and disciplines of students was positive. Uie 
enthusiasm and cooperative attitude of faculty prcraoted the interaction 
between those involved. 

Consensus was c' tadned regarding the weaknesses of the program. More 
time for planning, orientation, and iitplementation would have eliminated the 
"small problems" we had. Better ocuimunication with the Social Work Program 
wculd have further enhanced the interdisciplinary catponent. 

Faculty were asked viiether the clinic experience met their e3?)ectations. 
In unison with the students' reactions, faculty agreed that expectations were 
not only met, but were far exceeded, men asked whether facul^- would 
ggoc mmen d this experience again for their students, the unanimous response was 



1. 
2. 
3. 
4. 
5. 



Inservice sessions 

Case presentations 

Interaction with other professions 

C^portunity to observe other faculty 

Schedule coordination 



Mean 

5.0 

5.0 

4.5 

4.3 

3.8 



N 
4 
3 
4 
4 
4 
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••yes." One faculty loeniber added, ••• • • live sessicans are invaluable for 
teaching purposes. •• 

Faculty i-esponses were itdxed viien asked vihether they would continue to 
comnit thenselves to interdisciplinary education either with/without funding. 
The majority of re^xanses reflected a cGramitraent to the integrated educational 
approach xBgardless of funding. One faculty member saw the first stqp toward 
this endeavor as collaboration on at least one course in canroon. 

When asked ^t other disciplines should be included in the program, the 
most Sequent responses were vocationsG. rehabilitatioaV counseling, 
psychology, nursing, and recreaticnal thers^jy on a continuous basis. 
Additional ooBoents were related to the e)?)ansion of clinic services to 
indiide children and a wider range of dia^ioses. 

In summary, the faculty in the clinic enjoyed the inpleraentation and 
outcomes of the pilot project. As one faculty member stated: ••All three 
areas, i.e., education, research, and service have unlimited possibilities for 
developtnent . . . •• 

Knowledge Gained 

In relation to knowledge gained, data on both factual knowledge and 
attitudinal knowledge were obtained. The Neurog^c Drpairment Opinion Survey 
(NIOS) was developed to measure students^ knowledge of neurogenic impairment 
in adults. NIOS consisted of 24 yes/no items \Aiich were used to discriminate 
facts from nyths regarding the abilities of neurogenically iirpaired adults. 
NIOS was administered to students both before and after the clinic esqperience. 
A matched-pair t-test was done for the pre/post tests. Ihere was no 
statistical difference between the tests (jj ==29.1, m = 31.8, p. .24), 
althoQ^ there was a sli^t tendency toward an increase in knowledge. 
Reliability of the NIOS was Alpha .72 using the Split model. The power of 
the test was reduced due to the small sanple. 

The Medical Attitudes Test (MAT) was developed to measure students^ 
attitudes toward allied health professionals in the health care delivery 
system. The MAT is a 23-item multiple-dioice instrument vghich allows students 
to differentiate between the role of allied health professionals in primary 
and tertiary levels of health care. Additionally, students are as k ed to 
determine how closely they would work with a patient^s family in providing 
ther25)eutic services. 

The MAT was administered to students both before and after the clinic 
e)?)erience. A matched-pair t~test was done for the pre/post tests. There was 
no statistical difference between the tests M 343.3, M = 344.3, p < .^0) . 
Reliability foi' the MAT was Alpha = .72 using the test-retest model. As 
stated before, th^ power of the test is diminished due to the small saitple. 

There was significant correlation (r = .47, p < 04) between the NIOS and 
MAT, but significant correlations between such variables are expected to arise 
as artifacts. 

The usefulness of the NIOS and the MAT is unknown at this time. To 
iitprove the reliability of the iiistruments, larger sairples are needed and the 
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period of time between the pre/post test sessions neecSs to be lengthened. 
Data will be collected on students Fall semester 1986 in which there will be a 
fifteen-week interim between testing. 

The subjective and objective data analyzed frcm the pilot project are but 
a small ccntritwtion to understanding the ocraplexities of an interxiisciplinary 
endeavor. It has become apparent, thou^, that evaluation is an integral 
conponent in enhancing the developoaent and quality of collaborative education. 

The pilot project was an interdisciplinary clinical educational 
experience, if this model of clinical education is to ir»ach its full 
potential, an integrated academic curriculum needs to be developed prior to 
the ijipleroentation of cliniced services. 
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Antoijiette P. Eaton, M.D.; Timothy E. Heron, Ed.D. 
Nancy M. Bruce, M.S.W. 
The Ohio State Uhiversity 

Ihe area of behavioral pedia^arics is one \*dch recent graduates of 
residency programs feel is poorly covered during their training. In a recent 
survey of behavioral pediatrics training in residency programs, the major 
obstacles to develoitnent or ej^ansicn of behavioral pediatric education was a 
lack of money and a lade of a^jprcpriately trained faculty. Department 
chairmen report an inability to identify faculty members qualified to teach 
behavioral aspects of pediatrics, and note an inability to recruit such 
faculty. The federal department of Hfealth and Human Services, Bureau of 
Maternal and Qiild Health, has attenpted to alleviate this shortage by funding 
fellcwship programs in behavioral-developonental pediatrics, me goa"" of these 
programs is to develop future academicians vjho vdll then teach behavioral 
pediatrics to pediatricians in ti-aining. 

Behavioral pediatrics lacks a dear definition, but is generally 
concerned with the psychosocial and developnental aspects of child health. It 
conoems itself not only with the child's disease but the iitpact of this 
disease on the child's grcwth, develcpaent, and functioning within the family 
and society. Traditional medical training continues to esophasize the organic 
aspects of medicine, with little enphasis an the behavioral-developroental 
aspects. Yet, because of great strides in medical technology, the field of 
pediatrics has changed over the last thirty years. No longer do pediatricians 
spend the majority of their week seeing sore throjits and ear infections, 
measles and mmps. Modem antibiotics and vaccines have greatly reduced the 
incidence of many cnce-ocoroon illnesses, and parents are no lor^ content to 
have slaply a healthy child. The majority of parents wish their child to be 
not only health tut be the best child possible in terms of school performance, 
physical performance, and social performance. As a result, many parpnts are 
oonoemed abcut their child's inattentiveness, cbstinance, inpulsiveness, or 
other unaco^rtable behavior. They are also far more likely to consult their 
pl^ician regarding such behaviors than they were in years past. Yet these 
behaviors are not ccnimonly discussed in pediatric training, leaving roai^ 
pediatricians poorly prgared to answer such questions frcau parents. As a 
result, the physician has had to rely on consultation to psychologists, child 
psychiatrists, and other ancillary persor-Tel to help manage these problems. 
With the continuing increase in the number of pediatricians and decrease in 
the number of children, it beccraes dear that expertise in behavioral issues 
will beoane iaportant not only to meet the new demands of the consumer but for 
eoonanic reasons as well. The physician vho is able to manage such 
problems will be able to attract more patients v*io are interested in having 
such problems handled. 

As the first step in instituting a fellcwship program to train behavioral 
pediatricians for academic positions, the D^artment of Pediatrics at The Ohio 
State University developed a formal core curriculum in behavioral pediatrics. 
The purpose for such a curriculum was to help define the field of behavioral 
pediatrics as well as to lend structure to training at a postgraduate level in 
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ootttent of this cxirriculxim was determined throudi a survey of 
existing programs in the field, input frm state developnental disabilities 
councils and patient advocacy organizations, and the guidance of an 
interdisciplinary faculty ccnpetent in deeding with pediatric behavioral 
problems. Ihis interdisciplinary faculty consisted of two pediatricians, a 
psychologist, special educator, social worker, speech pathologist, 
audiologist, and nutritionist. As a grcxp, they had extensive ei^^rience in 
dealing wit':: children's behavioral, emotional, developnental, and learning 
problems. Each member was able to bring to the project a different viewpoint 
of ccramon behavioral developnental problems affectir^ children. This resulted 
in a core curriculvm that add r esses 66 specific subtopics in 9 broad 
categories. 

Educational -.oals and objectives were developed for each subtopic along 
with appropriate readings, tutorials, and clinical experiences. 
Re^jonsibility for the developnent of goals and objectives on each topic was 
Wartionedaccording to each faculty member's interest and ejqjertise. Thus, 
sections regarding school and learning problems were addressed by a special 
educator; problems on family dynamics, interviewing, and counseling were 
addressed fcy a social worker, etc. Each section was then reviewed by an 
educator with special esqpertise in the area of curriculum design. This person 
examined each section for content, cdarity of goals and cbjectives, and 
delineation of learning e>5)erienoes. Each section was then reviewed by a 
physician for d^>th and scope of content as well as s^licability to the 
practice of pediatrics, m this way, overly specialized aspects in each area 
were eliminated and practical knowle^ and skills that could be utilized by a 
pediatrician were enjihasized. 

m addition to content areas for teaching behavioral pediatrics, there 
were sections addressing the developnent of teaching and research skills. 
These sections were foraulated by an educator and a research statistician, 
respectively. Ihese areas were indvded for the purpose of training 
acadeaaicians, since teaching and research skills are vital to academic 
success. The resulting curriculxmi has been used as the foundation for the 
fellowship program in behavioral-d^artmental pediatrics based at Columbus 
Children's Hospital and The Ohio State University. 

After developnent of the curriculxmi, inteiml review among the 
interdisciplinary faculty, and external review from respected behavioral 
pediatricians, the curriculum was iaplemented. Inplementation utilized the 
same interdisciplinary faculty that developed the curriculum, with these 
faculty menbers teaching and preo^sting in those clinical areas in vAiich they 
have greatest ea^sertise. The Bdiavior Problems Clinic at Oalxmibus Children's 
Hospital is staffed by a pediatrician, a psychologist, and a social worker. 
This team initially performs evaluations on children with behavior prxSslems 
while the trainee observes. After the initial orientation period, the trainee 
carries cut the interview under the observation of the pediatrician, 
psychologist, social worker, or scne contoination thereof. These prec^jtors 
then critique the trainee's evaluation technique and provide tutorials or 
additional readings to reduce deficits in the trainee's skills or knowledge. 
The trainee's clinical skills ai.d kncwledge are continuously evaluated in this 
fashion. A similar pattern of teaching occurs in other clinics xitilizing 
interdisciplinary teams such as the Learning Disorders Clinic, the Adolescent 
Health Clinic, and the Cccprehensive Evalmtion Team at the Nisor^er Center. 
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Use of an interdiscipliiiary core faculty for the developaent of a 
ped ia tric curriculm departs from the traditional e^prentioeship irodel of 
medical teaching. First, physicians are generally taught by physicians. Ihe 
use of other disciplines to develop a content as well as teach the subject 
matter provides a new perspective on the practice of pediatrics. Instead of 
having a single pediatrician's knowledge of learning disabilities, for 
exanple, the curriculum starts with a special educator's broader knowledge in 
this area and is then focused to those areas in vMcix a pediatrician can 
beccme involved. This provides greater d^)th and understanding of the 
probleotns in that area, and enhances the trainee's learning experience. Ihe 
same is true for other areas such as interviewing and counseling (prepared by 
a social woricer) , the role of nutrition (prg>ared by a nutritionist) , etc. 
Secondly, structured curricula in medicixie have primarily been utilized at the 
preclinical level. Ihe preclinical or basic science portion of medical school 
is fairly strucbared and systematic in the great majority of medical schools. 
Hfcwever, clinical training in the various specialties is still an 
apprenticeship model with students following those patients who are available 
in addition to general readings in the area. Ihis curriculm is more focused 
in its specific readings and learning e>?)erienoes, and benefits trxxx the 
increased time available for a physician at a fellowship level to spend in 
learning rather than in providing patient care. Die behavioral pediatrician 
in training benefits fron this structure as well as the one-on-one teaching 
made available by each core faculty member. 
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Introduction 

As an emerging field of health care, gerontology/geriatric inedicine 
brings with it a need for education to develop qualified physicians, nurses, 
and other heedth care workers. Ihis education inperative includes several 
factors: the specific needs of the older population; the rapid growth of this 
population; and the increasing accountability that this population places vpon 
the health care system as th^ demand itore attention to their individual 
ri^ts. 

Gerontology/geriatric xaodicine also brings with it a need for the 
interdisciplinary delivery of health care services as the elderly ini-'vidual 
has a more ocxnplex interrelationship between the social, economic, 
psychological, and pi^ical factors. Ihis interdisciplinary focus requires 
collaboration of services directed toward optimal case managernent of the 
elderly client, Ihis collaborative service requireaaent may be facilitated by 
an interdisciplinary education model. 

m the Ifahoning Valley, efforts have been undertaken to assure that the 
care for the older population grows with this specialty and that the 
interdisciplinary educational programs reflect this. Ihe basic foundation for 
the inte r disciplinary educatioavd pr ogr a ms was grounded with the 
InterdiscipliniaY Geriatric Curricula (IGC) project. Ohis one-year 
educational develcpraent program, joiiitly undertaken by the Northeastern CMo 
Uhiversities C3ollege of Medicine (NBCUOCM) , St. Elizabeth Hospital Medical 
Center (SEHMC) , and Ycungstcwn State Uhiversit^ (YSU) , was funded in part from 
a grant received by NECUOCM and the Mahoning-Shenango Area Health Education 
NetWQidc (MSAHEN) frcm the Department of Hfealth and Human Services. Ihe 
project proposed to develop an interdisciplinary model of geriatric education 
to be iitplemented in the curriculimi for medical, nursing, and nutrition 
students. In the developDaent of the education plan, the IGC staff concerned 
Itself with three main areas: the core content of each discipline's 
gerontology/geriatrics curricula; the facilitation of a cohesive 
interdisciplinary team; and methods of praraoting a positive attitude toward 
aging. 



270 2 6 7 



To provide direction for the project:, an Interdisciplinary Faculty Groi^ 
(IRS) consisting of preceptors, educators, and clinicians frxm the various 
institutions involved was established as a managenient team. The IFG met at 
least monthly to plan the scope of the pilot project; to laonitor the 
litplementation of the pilot project; and to evalxaate the inpact of the pilot 
project. 

The Planning Fhase 

Ihe IPG convened In September and began by examining the present format 
of medicine, nursing, and nutrition curriculimis the didactic materials, the 
cliniced sites, and the number of students involved. Ge^ and overleaps in 
materials were identified. Ihis information was vised as the building block 
for further development of curricular content. The go2LL was to provide 
greater student actiieveroent cognitively in the field of gerontology/geriatrics 
as well as to create more positive attitudes ttward aging among the students. 

A literature search generated articles on core content for 
gerontology/geriatrics as well as articles specific to developnent of 
curriculum for medicine, nursing, and nutrition. This information was shared 
with the appropriate faculty members along with recoromenclations based on the 
e)5)erienoes of the Director, Division of Geriatric Medicine, and the 
Ctoordinator, Geriatric Services. (Die Coordinator is a certified 
gerontological nurse and a master's candidate in gerontological nursing.) 

Also available to the faculty of each discipline were members of the IFG 
for individual consultation on curriculum; for suggestions of clinical sites; 
for preparation of bibliographies; and for classroom presentations. One or 
more of these benefits were utilized by the SUMC school of nursiixf, the YSU 
nursing dQ>art3tient, and the YSU nutrition d^artment. 

Ihe ImplementatiOTi Fhase 

U^X3n completion of all this groundwork, it was decided that due to varied 
schedules and limited time, each discipline would maintain their own 
curriculum on their own time frame. Ifcwever, all the stidents would come 
together as an interdisciplinary groip on the Geriatric Assessment Unit (GAD) . 

The GMJ is a ?2-bed acute care unit designed for the age-65-and-over 
individual yAvo has a demonstrated rehabilitation potential. Ihe goal of the 
unit is to inprove the client's condition in order to enable return to the 
prehospital living environment. Chart and clinical rounds are made daily by 
the geriatrician, residents, medical students, and nursing. Ihe other 
disciplines, viiile not always present on morning rounds, do visit the clients 
daily and are available for consultation with medicine and nursing daily. 
Every Ftiday etftemoon, a one-hcur interdisciplinary team conference is held 
with medicine, nursing, nutrition, social service, physic2d therapy, 
oodpationad therapy, and speedi therapy in attendance. A day room on the GAU 
is available for congregate meals and for activities such as games, pozzies, 
and reading. 

Ihe medical students continued the four^-week elective rotation in 
geriatric medicine previously established with daily contact on the GNJ. Ihe 
junior-level nursing students from SEHMC school of nursing, sophomore-level 
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nursing students ficon YSU, amd scsphanore and senior nutrition students from 
YSU all rotated throu^ the GAU one week durii^ the course. Nursing students 
foaised on select needs of the elderly population such as 
social/cultural/environaental assessment and reminiscence/life review during 
their clinical ejqjerlenoe. Scroe students also focused heavily on 
oonnunicaticn techniques and others on diversional activities for the acute 
care client. Ihe nutrition students focused on hospital screenir^ forms, 
including assessment and diet history, alot^ with listening and problem- 
solving techniques. In addition to attending daily rounds and weekly 
oonferenoes on the GRU, the medical students participated in the area day-care 
centers, nursing home units, and in hane visits. During the Friday team 
oonferenoes, the medicine and nursing students contributed to the discussion 
based en their work with individual clients. 

The Evalt Jatian T^tnsaa 

Overall, the IGC project was successful. One of the strongest points of 
this project was the networking that grew among the IFG members along with 
their wiJJLingness to work together; to develop expanded student experiences; 
to share kncwledge; to do research: and to explore future endeavors. Boundary 
issues were nonexistent as the gxxup woriced cohesively and enthusiastically 
thrcwghout the year. All members of the IFG saw this project as an overall 
positive eaqperienoe and want to see the IGC project ejqjanded in the caning 
year. In addition, the majority of students evaluated the ejq)erience as 
positive. 

Sane of the problem areas identified included: limited space for 
gerontology/geriatric material to be included in the respective curricula; the 
geriatric clinical ei^jerienoe was too brief; and the interaction among the 
medicine, irursing, and nutrition students was minimal. Each of these areas 
will be add r essed as the IFG reconvenes for the r.2xt year. 

iMversally, schools have difficulty including all the necessary content 
due to the rs^id growth in the health care fields, Ihe IFG reocramends the 
develcpnent of an intensive, interdisciplinary gerontology/geriatrics course 
at YSU that would be available as an elective for all health professions 
studencs. Ihis would help provide the content for those individuals 
interested in gerontology/geriatrics. 

^ brief interaction with the elderly client can be remedied by 
Integrating increased numbers of clinical experiences with the elderly 
throu^icut ead-i respective curriculum. Ihis can include, but not be limited 
to, the Miltipurpose Senior Center, the day care centers, and the nutrition 
sites. 

Bie minimal amcunt of interaction among the medicine, nursing, and 
nutrition students was due in part to schedule conflicts so that the students' 
time on the unit did not always overlap. Also, some students, particularly 
nutrition, had conflict with the time of Friday interdisciplinary team 
conference. As the IFG continues to wrak together, schedules can be made out 
to coordinate student e)?>erienaes to facilitate collaboration. Also, the 
Interdisciplinary teaaa conference has been locrved fnan Friday to Tuesday to 
2dlcw for more student involvement. 
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Methods and Prcxsedure . Not written into the original proposal but 
inc»rporated later, the JFG decided to conduct attitudinal studies with tlie 
nursing and nutrition students. (Ihe medical students were oroitted fran the 
study as there were only two students on rotation during the pilot project. ) 
mstruments used to test the attitudes included the Kil^ and Feld Scale of 
Attitudes Toward Aging (Kilty and Feld, 1976) and the Itogan Scale of Attitudes 
Tcward Old People (Rogan, 3S61) . Ihe Palmore Questionnaire on Aging was used 
to identify misconceptions and measure the effect of the course (Palmore, 
1977) . Ihe sasple consisted of 117 students vAio ccnpletod the questionnaires 
during the first week of the course and again during the last week. 

Results , niere was logical evidence of redundancy as many of the 
questionnedre items appeared to measure the same thing. As a result of this 
pilot project, we plan to reduce the nuniber of itens in the Kilty/Feid and 
Kbgan instruments by almost half and increase the number of deitographic items. 

The sample consisted of 117 students, of which 99 ware female and 18 were 
male. The age range was between 19 and 55, with about 55 percent being age 21 
and vmder. i^jproxlmately 78 percent of tiie sample indicated they were single; 
12 percent indicated they were married; 2 percent indicated thty^ were widowed; 
and approximately 8 percent indicated they were divorced. Approodmately 60 
percent (70/117) indicated their gran^5arents were living, and about 63 
percent indicated they had prior ej?)erienoe working with elderly patients. 

One of the evidences for construct validity of the Kogan scede has been 
that, in general, increasing age has been associated with hi^ier scores on the 
Kbgan. This validity characteristic of the Kbgan was observed in. our sanple 
of relatively young participants, v*iere the median age of 21 was used as the 
cut-off. Sixty-five students ccnpris3d the younger gnxp (21 years and under) 
and 52 students ocnprised the older graap (over 21 to 55) . The older graap of 
this sample shewed a significantly higher Kbgan score than the younger group 
(t = 2.45, p = .01). ^ ^ 

These data were also cross-tabulated by responses to a question on the 
demographic data sheet, which asked students whether they had any prior 
experience working with or treating the elderly, students v4io had prior 
experience with the elderly shewed hi^ier Rogan scores, althou^ the 
difference was not statistically significant. However, students with prior 
experience with the elderly had significantly higher attitudes scores on the 
two subscales of the Kilty Attitude Tcward Older People and Attitude Toward 
the Elderly Worker. 

About 60 percent of th . sanple indicated their granc^arents were living. 
The data shewed that the groi?) with granc^arents living had hi^ier scores on 
two subscales of the Kilty vAien ccnpared with the groap with granc%)arents not 
living. 

Simmary 

In summary, althou^ some problem areas were identified in the IGC 
project as mentioned earlier, the IPG was encouraged by the cohesiveness of 
the grcqp, the work accomplished thus far after one year, the positive aspects 
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of the evaluations, and the future pro^«cts of the graap. with the 
suggertions of both faculty a«i s-tudents, the IPS believes that, given 
adequate resoaioes and tline, the IGC project can be i?3graded to include the 
reocninendations cited previously. Each IPG meanber holds a ccanmitroent to 
iupxrving the gerontological education for the future health care 
professional. 
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JUd/ L. She^ian, R.N., M.S. 
university of Rhode Island 

Introduction 

A recognition of the multiple, dironic health problems of the elderly has 
recently rekindled interest in c|^^rontological education circles in how bast to 
train interdisciplinary service teams to meet the multifaceted needs of this 
rapidly growing pcFUlation group. Studies have highlighted the critical 
iaportanoe of teanwork skills for health care professionals vjho vdll work with 
the elderly in the united States (Kane, Solowan, Beck, Keeler, awi Kane, 1981; 
National Institute on Aging, 1984) and, more generally, for the provision of 
cxinraunity health care araind tb^ world (World Hfealth Organization, 1978) . 

GeroiTtological and geriatric educators eager to join the ranks of this 
growing movement, however, might be chastened by even a cursory readi.ng of 
scrae of the traditional objections voiced to interdisciplinary teamwork (Rae- 
GTOTt and Marcuse, 1968) , as well as the more recent Jtundations for 
Gerontological Education study (Johnson et al., 1980) which failed to give 
xmequivocal support to the notion of interdiscipllnaiy traLii:^ for entry- 
level health professionals. Indeed, there exists considerable confusion over 
even the definition and meaning of health care teams, much of which occurs 
along disciplinary bcwndaries (Temkin-Greener, 1983) . Added to this must be a 
recognition of the not inconsiderable barriers and resistance to the 
developoaent of interdisciplinary educational and trainii^ programs which 
should elicit more than passing interest from facully members striiggling to 
design such programs at their cwn institutions (Brill, 1976; Ducanis and 
Golin, 1979; Ehrlich, 1981; Harris, 1978; Kindig, 1975; Mailick and Jordon, 
1977; Mazur, Beeston, and Yerxa, 3.979) . Indeed, there is much truth in the 
metaphor that those exploring the development of new models of 
interdisciplinary teamwork training have beccme academic argonauts, plying 
largely undiarted waters a- A navigating the treacherous shoals between the 
Scylla of departmental dr : ijisiveness and the Char^odis of disciplinary 
dilution. ^ this we mean an the one hand the problems encountered in over- 
identification with one particular discipline's approach (to the exclusion of 
recognizing the importance of others) , and on the other the tenptation to 
reduce all team activities to the "lowest occimon dencBdnator" of common sense, 
vAiich cannot make use of the powerful insights afforded by the different 
disciplines ^ch constitute the team. 

It is cleeur that the problei.s associated with interdisciplinary team 
training in gerontological education are intrinsic to the nature of programs 
that cut across disciplinary boundaries and, ultimately, reach to the depths 
of v4iat we understand in the academic world to be the nature of knowledge and 
hew it is to be understood and mastered. Sane recognition of these 
tmderlying, theoretical issues must be coi?)led with the more pragmatic 
concerns attached to -die curricular and resource questions that inevitably 
arise in any academic venture. Many reports on the davelopment of 
interdisciplinary training models tend to enphasize the latter to the 
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exclusion of the former. 



Thus, the purpose of this paper is twofold: first, it will e)qplora three 
caentral theoretical and practical issues at the core of interdisciplinary 
teanwark t-.-aining, namely (a) the epistanology of interdisciplinary inquiry, 
(b) curricular oonoems, and (o) edministrative ani academic resources. 
Second, it will r^jort of the results of a project at the university of Rhode 
Island to establish interdisciplinary student teano from the disciplines of 
medicine, nursing, casnseling, pharmacy, nutrition, dental hygiene, and 
gmontology. These teams were formed to delivar health information and 
prcBotion worJcshops to the elderly at ^Jariaus oconunily sites, Inclvding 
senior centers, adult day care centers, arxl senior housing projects. This 
sgFyio^ thrust creates the educationa l environment critical' for the learning 
of team-building strategies and skills by ti^e student participants. Ihe 
fusicai of these two elements is the essence of the "service/leaminj/ model." 
These tvo objectives will be inter^related in a summary section with a view 
toward reviewing the lessons to be learned fron the development of such a 
model. 

Theoretical and Practical Issues 

InterdigciPlinary teaast vaiat' g in a nana ? At the outset, it is 
iniJortant to note thtt conoKJtusl prcbiens with te-'jas in health care emerge 
even at the level of cnoosing terms to describe them, with no established, 
standard nomenclature. This la at least partially due to the fact that no 
adequate theoretical framework for thinking about health care teams has been 
foraulated; and as Tenkln-Greener (1983) has noted, there is not even 
agreesaftnt on what constitutes a "team." The terms "team," "nultidlsciplinary 
team," and "Interdisciplinary team" are scraetimes used interchangeably and 
almost always differently b^- different persons and disciplines. This is 
important, because hew we define different types of teams has crucial 
inplications for how we approach the design of team-biiildlm exoeriences and 
curricula. 

As Betrie (1976) has suggested, multidisciplinary teams may be thou^t of 
as requiring everyone to do his or her own thing with little or no awareness 
of other disc^lines' work. These parallel efforts may be molded at the end 
of the process, however, by a project manager or team leader. 
TntPTidififfipl jri^TY t^^^TPr on the other hand, require integration or even 
modlf.-'cation of the efforts of the contributing disciplines. The team process 
danands that the participants take into account the contributions of other 
team raeabeva in making their cwn. As contrasted with the multidisciplinary 
Model of parallel efforts, this t^iproach suggests Intersectlr^ lines of 
ocBBunicatlon and collaboration. One definition of interdisciplinary team 
that has been proposed (luszkl, 1958; cited in Given and Simmais, 1977, p. 16) 
captures all of these elements: an Interdlscipliiary team is a "grotp of 
persons v4io are trained In the use of different tools and concepts, amoog vtem 
there is an organized division of labor around a cootnon problem with each 
mentoer using his cwn tools, with continuous interocoBnunicatlon and 
reexamination of postulates in terms of the limitations provided by the work 
of the other members and often with group responsibility for the final 
product." 

The epist emoloav of interdlsci pHnayy ingiHTy. while there have been a 
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nurdber of trends that have si^sported the development of team approaches to the 
delivery of health-related servioes—lncluding professional specialization, an 
ei^andlng scope for the conoept of "health," awi manpower considerations 
(Nagi, 1975^-— there is nevertheless a substantial number of potential barriers 
to the formation of interdisciplinary teams, including educational 
preparation, role ambiguity and incongruent ej^^ctations, authority, power, 
status, autonccy, and the personal characteristics of t«-am nembers (Given and 
Siramtans, 1977) . Each academic discipline functions as a distinct "culture," 
with established structural and normative priiwiples guiding thou^t and 
behavior. Techniques have been established for the "socialization" of 
initiates to these professions through various kinds of mechanisms, such as 
professional role models provided by Instructors and by external role cues, 
such as imiforms. 

Ihese factors are closely related to what Sussman (1966) proposes as one 
of the core characteristics of a profession: its service orientation. Ey 
this is laplied not only altruistic motivation, but also an accepted 
definition of the need for the service and the recognition of prestige, power, 
and status for its providers. Much of the literatjirfe en interdisciplinary 
team dynamics focuses on the potential barriers team functioning that are 
rooted in these role-related elements. A second factor, and one that has more 
profound laplications for hew we go about designing team-building e)5)eriences 
within the academic setting, is that beocming a professional entails the 
acquisition of a theoretical body of knowledge and, more liiportantly, a unique 
wsy of thinking abcut the very natjre of knowledge and how it is to be 
discovered and understood. The (javeloproent of this unique approach to 
knowledge is part of the natural history of the developtent of the profession 
itself (Ducanis and Golln, 1979) . 

These differential disciplinary approaches to knowledge and how it is 
generated may lead to vihat Pearson (1983) tencis "disciplinary turbulence" at 
the professional level vhere that knowledge is utilized: "Each science is 
advancing at a rate totally d^jendent on the theoretical and technical 
advances in its cwn and allied fields. Thus, the vectors of this esqansion of 
kiwwledge are proceedi n g not only in different directions but at different 
rates for each field, creating turbulence and stress at the professioncil 
interface" (p. 392) . One e}?)ression of this turbulence is the confusion 
created by the use of jargon by team menibers feon varying disciplines, vhich 
threatens to tuni the edifice of the Interdisciplinary team into a Ttwer of 
Babel. Eliminating or at least reducing the use of technical terms becomes 
one of th2 teisks of the tec-.. in its process of developing effective lines of 
communication among its members. 

Thii. attention to the different patterns of language and the key terms 
lased by different professions is one technique to master vhat Itetrie (1976) 
calls the "cognitive map'' of a discipline. This enconpasses the entire 
"paradigmatic and conoqptual apparatus" used by a discipline and includes 
basic concqpts, modes of inquiry, problem definitions, observational 
categories, n^resentational techniques, standards of proof, t^/pes of 
ejq)lanation, and general ideals of vhat constitutes a discipline. If members 
of an interdisciplinaty team do not possess at least a basic understanding of 
each other's cognitive maps, then it is likely that misunderstijridii^ will 
result. The ccaiments or suggestions from one team n.amber will be processed 
and understood in terms of the others' respective cognitive maps. Thus, it is 
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possible for team menibers frcm different disciplines to look at the same thing 
and not the same thing. To achieve a basic level of xmderstanding to 
si^port this coranunication, Petrie (1976) suggests the use of metaphor; that 
is, the develcpoaent of verbal or visual analogies to assist in learning the 
observational categories of different disciplines. 

Pollcwing Potter (1969) , we can suggest that one" £5 approach to knowledge 
and its lase and xniderstanding is also contingent vpon one's values, loyalties, 
and oertedn assunpticns abcxit human nature and behavior. Each profession 
enibodies unique elements that shape the thou^ts and actions of its 
practitioners, factors \i*dch are assimilated durinrr the course of professioneil 
training and aoculturaticn. These attitiidinal and value-laden ocnponents are 
fraquently seen as posing barriers to effective interdisciplinary team 
ooMDwnication if ttey are not addressed and managed (Bassoff , 1976; Mailidc 
and Jordon, 1977; Pearson, 1983). It is interesting to note, however, that 
the literature on interdisciplinary team training is strangely silent on how 
such values clarification and attitudinal ejq)lication are to be achieved; it 
is sinply assumed to occur during the process of "becoming a team" as mettibers 
get to knew each other and beccne familiar with each profession's xsnique 
^IJroach to the team's objective. Biis is in marked contrast with the 
relatively well-developed material on role articulation, ambiguity, and 
conflict (Given and Simmons, 1977; Lister, 1982; McRenna, 1981; Nagi, 1975). 

Discussion of cognitive and valx»-related elements raises sane inportant 
is s ues for the develcpaent of interdisciplinary team-building curricula and 
ej^jeriences, particularly if such programs are offered during the early years 
of training \i*en the student's professioned. identity and cognitive mindset are 
still being shaped. Ihe issue of the timing of the interdisciplinary 
ei5)erienoe, usually ccwched in terms of pre-professional versus continuii^ 
educational programs, will be discussed in more deta:l later. However, 
research on student intellectual and ethical developnent during the college 
years redses scne inportant questions about how interdisciplinary training 
should be conceived and stnactured. Perry's (1970) frcimework for 
understanding hew stud-^tts progress through their understanding of the meaning 
of knowledge and hew it can be learned has profound iirplications for how we 
view the purpose and structure of interdisciplinary learning. As students 
advance thraj^ the belief that knowledge is siaply the accumulation of facts, 
to a recognition of— and tolerance of— ambiguity, and finally to a commitment 
to a particular school of thou^t or a system of values, they possess 
differing skills and abilities to benefit from an educational challenge that 
expoees them to other ways of thinking and knowing, similarly, the work .f 
Kblb (1981) on learning styles and disciplinary differences and that of witkin 
(1976) en cognitive styles and students' academic cho: ' and vocational 
preferences suggests that students are attracted to thv^ disciplines and 
careers that are consistent with their own ways of understanding and using 
kncwledgiti. Thus, vhile students may be further socialized into professional 
roles and identities, as well as the cognitive maps, of their respective 
disciplJsnes, it is unlikely that they possessed particular ways of thinking 
and relating to the world that predisposed them to choosing those areas of 
inquiry in the first place. 

Ail of this suggests that the designers of interdisciplinary training 
programs must be more attuned to the individual cognitive styles of their 
student participants than the literature describing programs developed to 
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achieve effectively functioning teaans would presume. While some commentators 
have suggested the inoportance of a human develcpnented perspective on team 
formation fcy drawing on the vioric of Erllcson (Ducanis ard Golin, 1979) and 
others have proposed stages for the transformation of team "mfsjtibers" into team 
••players" (daric, Spenoe, and Sheehan,1986) , it is apparent tliat we now need 
to look more carefully at the interaction between the process of team 
develcpment and the intellectual and moral development of its individual 
participants. 

Sane concr ete curricular oonoems . delated to these more theoretical 
issues of cognitive developaent within the emerging professional identities of 
the individual team meaitoers are sane practical problems about vAien the 
interdisciplinary team-tuildlng ejqjerienoe should be introduced, concerns 
here center on the inportanoe cf timing: students must have sufficiently 
developed identities to be able to participate on the team as specific 
professionals— including the necessary knowledge base vMcii this requires—yet 
not be so bound vp with their respective Identifications that they are 
inflexible in their roles and closed to open cannunication and cooperation 
(Iferris, 1978) . Team-ixiilding ejqxjsure early in professional training may be 
particularly lirportant, because this is the time when the strengths and 
rewards of teansrork can be connnunicated throu^ the professional identities 
and practice norms that are being established. Oliis point has been enjhasized 
over the years by a number of authors (Bufford arri Klndig, 1974; Hudson and 
Giacalone, 1975; Lewis and Sesnidc, 1966; Nagi, 1975; Nichols, 1981; Yeo, 
1982) vdio, while recognizing sane of the potential pitfalls of early exposoxe 
to interprofessicaial ej^jeriences, have nevertheless stressed its iirportance in 
the tiredning of future health care professionals. 

Pecognition of the importance of at least the principle of early ej^xDsiare 
does not eliinlnate the practical problems encountered in determining the 
optimal time within Individual student curricula for introducing the key 
elements of team functioning. Suggesting content areas for this task, Ducanis 
and Golin (1979) have cutllned the three elements of interdisciplinary team 
education at the preprofessional level: (a) cognitive Information ^ includiiig 
organizational theory, small qjxK^ dynamics, and the sociology of the 
professions; (b) a ffective and experie ni-iai iParriiTyf, inclvding knowledge of 
hew a team operates, how roles are established, and how leadership emerges; 
^ (c) clin ical trainincf f in which the student masters clinical skills 
individually and in relation to other professionals. As Itearson (1983) points 
out, students fron different disciplines proceed throu^ the development of 
mastery of these three domains at different rates within their iniLvidual 
curricula, so that it beocmes difficult to coordinate the timing of the 
ejqxssure to a team experience vhen so many factors have to be balanced. This 
creates practical, logistical problems when the conflicting teaching schedules 
and the timing of various types of learning ejqjeriences within different 
professional programs all have to be taken into consideration. Ihe "proper 
mix" of students from appropriate disciplines ana training levels can 
sanetimes be a problem (Kindig, 1975; Nichols, 1981) due to difficulties 
enocuntered in recruiting studente for vdion the Literdisciplinary team course 
may be an elective or offered daring a period in their trainii^ that may make 
attendance at such a ccunse problematic. This seems especially true of 
medicine (Harris, 1978; Mazur, Beeston, and Yerxa, 1979; Yeo, 1982) . 

These problems, which we have groiped together soiewhat loosely under the 
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broad heading of "curricwlar cxancems," are not insuntountable, althou)^ their 
solution may be d^)e»aent vpon the kind and level of support which the 
interdisciplinary team e)q)erience is able to elicit frcm the site in vghich it 
is being develcped. Within the educational setting, this is related to the 
provision of administrative and academic resources. 

Administrative and academic resources . Lite any other organization 
developing and marteting a "product, " the university is in the business of 
designing and selling educational ejqjeriences, certifying that its graduates 
have achieved scnte mininw] level of occpetency in u»3erstanding and using 
information and skills. Particularly during periods of eooncniic retrenchment 
and fiscal austerity, the level of resources available for developing new 
p rogrdi:js or ccwrses may be limited. When cccpeting demands are made for 
programmatic si^^xjrt on a constant or even shrinking "pot" of resources, 
siqpport for developing or sustaining the new "product line" of 
inte r di s ciplinary team e)q)erienoes may be sha3?y. Oliis is particularly so \Aien 
such a program may be in ocnpetition vdth long-standing d^artmental or 
disciplinary-related priorities. 

One key rescwroe of particular siynif icanoe to the developnent of team- 
building ccwrses is the creation ard nurturance of a faculty team, \Aiose 
presence and modeling of the roles and bdiaviors necessary for effective team 
functioning can be a key educational ccnponent of the students' learning 
ejqperience (Bassoff , 1976; Kindig, 1975) . Importantly, one cannot assume that 
the modeling of such interprofessional ream behavior will sinply spring forth, 
fully formed, froo faculty \*k> themselves have been trained, acculturated, and 
rewarded for the rigors of their disciplinary oontributions over the years. 
Rather, faculty themselves \>iay have to receive training in the very behaviors 
and skills vMch the students will be expected to master, a practice 
reccranended by a number of authors (Brill, 1976; Harris, 1978; Kappelman, 
Bartnick, Cahn, and Rapoport, 1981; Mazur, Beeston, and Yerxa, 1979) . Indeed, 
such faculty—once "bom again" into the advantages and rewards of team 
fUnccioning— may serve as missionaries to other faculty members vtio have not 
yet "heard the interdisciplinary word" of cooperation and flexibility across 
disciplinary boundaries. Jiey may encourage other faculty to ej5)lore 
unfa m ili ar territory; to substitute or add new content to existing courses; 
and, if necessary, to design and develop new ones (Nichols, 1981) or change 
existing curricula (Spitzer, 1975) . 

Sinply winning over the cooperation and sipport of faculty may not be 
encu^ to assure the success of an interdisciplinary training venture. As 
IXicanis and Golin (1979) point out, even faculty members ccnimitted to team 
education have obligations and responsibilities to their own professional 
programs or schools (Harris, 1978; Peterson, 1975) . Ihe result may be that 
the realities of their position and finite ixxJividual time and energy may 
place limits on what can be done. This brings \as to the central issue of the 
importance of administrative sipport and academic recognition for faculty 
involved in team-tuilding e>?)erienoes. University admLiistrators at all 
levels (tut especially deans and departaaent chairs) must understand and 
support the goals and operation of an intCTdiwiplinary education program if 
it is to succeed (Mazur, Beeston, and Yorxa, 1979) . This includes the 
recognition of the contributions of individual faculty members in developing, 
refining, and institutic?ializing such programs. This can be a problem within 
the university setting, in vftiich d^artments are set \jp along narrow 
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disciplinary lines that reward facxilty contributions to one's own "groip" but 
vftiicii chastise forays into areas that are considered alien and uncharted. 



Moreover, adventurous facu}.ty may be reined in by the perception that 
those attracted by the allure of the iihkncMi v 11 becGne labeled as 
incanpetents jOm could succeed at their owi« discJ^line and so had to turn 
to the **nusliy thinking*' of xmdlsciplined work. Such an outccme is 
vnfortunate, becaxise it is jxost those attributes — fle>dbility, the tolerance 
of different per^)ectives, the willingness to experieanoe new modes of 
interaction, th^ acceptance of change in authority and status, and even the 
desire for challenge-^^Aiich make faculty menbers particularly e^rcpriate for 
participating in interdisciplinary educationsd experiejyxs. All of this 
should not lead one into viewing the developooent of teaon-building courses as 
the academic equivalent of "Indiana Jones and the ITenple of Doom, " but it i^ 
apparent that without adequate sapply lineG and recognition for their daring 
deeds, our intrepid interdiscj^linary advc^nturers will be less likely to risk 
their reputatiois on interprofessioned ventures. 

A Service/Ieamincf Approach to Jnterdisciplinary Education 

It is clear from even a cursory survey of the literature on 
interdisciplinary team training that a variety of contexts and models for such 
tredning exists. Many of these, however, have been developed in the clinical 
service mode based in an institutional setting. For this reason, the design 
of an educational model, eoophasizing health promotion and the eitpc^^?erment of 
the individual client, is an inportant contribution to the effort of 
develcjping a wider range of models with e^licability to a variety of settings 
in which gerontological health is inportant. 

The model under consideration here ent2dled the development of health 
education and prcraotion workshops offered to elderly clients at various 
community-based sites in Khode Island by ixxterdisciplinary teams of health 
science students, inclxadirg the disciplines of medicine, nursing, counseling, 
pharmacy, nutrition, dental hygiene, and gerontology. Based on a model 
developed earlier for an institutionalized populatica (Clark, 1984) , the 
current project was targeted on participants at senior centers, adult day care 
centers, and elderly housiivg projects. A grant from a community fomdation 
provided si?3port for the initial two years of program development and service 
delivery, >fliile the basic structure and curricalim of tl-e students' 
educational experience were determined and iinplemented as a regular 
interdepartmental course at the Uhiversity of Rhode Isi,and, coordinated by the 
Program in Gerontology. The program is new si^ported ty a direct, line-item 
provision in the state budget. 

Project mission . It is essential for the establishment of an 
interdisciplinary team that there be a central purpose to provide the basis 
for its existence ax)d toward vMch its energies are directed. This shared 
sense of mission establishes the fundamental conditions required for 
cooperation, collaboration, and interdependent functioning and provides an 
overardiing goal in vAiose pursuit all participant disciplines are willing to 
lelinquish their respective individual interests. Petrie (1976) terms this 
"idea dominance"; that is, a "clear and recognizable idea which can serve as a 
central focus for the work" which is embodied in a concept or model 
transcending disciplinary boundaries. 



281 

278 



Par the developaent and iotpleraentation of our service/leariiing nodel, 
this mission was esoobodied in the idea of client enpowennent, the belief that 
the elderly nust be eroxuraged to take greater responsibility for their own 
health and to beocme more well infonoed oansumers of heedth care services. 
Biis is an ejqjressicn of the growing overall inportanoe of the self-care 
movement in the xmited States (Levin, 1981) , as well as the recogniticxi of its 
particular significance for the elderly (Kane & Kine, 1986; Jtoc^j, 1985) , The 
positive health effects of enhanced control ty the elderly of their lives have 
been su^ested by the research studies of Avom and langer (1982) , Langer and 
Rodin (1976) , and Rodin and langer (1977) , viiich demonstrate that greater 
personal choice and responsibility for the elderly can result in inproved 
healtli status, greater life e3?)ectancy, and overall better quality of life. 
Berardo (1985> and Ostfeld (1985) suggest that there are. many nor'technical, 
psychosocial interventions that can prolong and enhance the lives of the 
elderly, coining the term "defensive health bdiavior," Ksme arti Kane (1986) 
have described such strategies as maximizing the benefits and reducing the 
costs (in terms of morbidity, functioning, well-being, and dollars) incurrad 
by older persons in their interaction with the health care system. 

An additional eleoent related to the project theme of eaapowennsnt is an 
esaphasis on a functional e^proach to the health of the elderly (Spence and 
BKcwnell, 1984) . m contrast to the usual "medical model" with its focus on 
diagnosis and treatment, concern with function draws attention to larger 
issues of qiality of life and creates a wider •'window" for developing 
interventions that can significantly inijrove the ability of the elderly to 
aanager their health problems. Such an approach to aging and health 
cheOIenges the student participants to scrutinize their own disciplines' 
assunptions about aging and hew their professions approadi serving an older 
pojpulation. This shared diallenge creates a corancn goal transcending 
discj^jlinary boundaries and encouraging new patterns of student thou^ and 
behavior. 

Program structure and coeration . For the health sciences stuients, the 
program is offered as a semester^long grtsduate-level course housed within the 
College of Human sciences and Services mther than in a particular department. 
The advantage of this placement is that the e)qperience can be claimed by no 
individual discipline; rather, it is offered on "neutral" ground within a 
college viiidti has traditionally si?3ported interdisciplirary fields of stud/— 
thereby conferring an element of academic "legitimacy" on the course. Soma 
students fran certain curricula, such as pharmacy and nursing, participerte in 
the interdisciplinary esqperienoe under liie aegis of f ield-woa* courses that 
are required within their cwn prograins of stud/. Efforts are under way, 
hcwever, to cross-list the course with individual departments, thereby 
inca?easlng its visibility and enhancing its "marketability" to attract greater 
niunibers of students. lirportantly, the cooperatdon of faculty members frcra the 
participating departments has led to the developnent of a facul^ team, v*iich 
meets periodically with the students as a gnxp to discuss their ei^ieriences 
and to offer si?jpa.i: and encouragement. Faculty also offer individualized 
consultation with the students frcm their own disciplines. 

The didactic educational experienx for the students is structured around 
a series of weekly seminars st^porting the acquisition of knowledge and skills 
to prcmote the developaent of the students' abilities to work as a team and to 
offer the health procotion workshops in the field. These are led 
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predodnantly by netibers of the faculty team. Topics ixK:lude; adult 
education principles, currioium design, client eitpcwenaent, functional 
assessment, role negotiation, and group develcponent theory and related 
exercises. Time is allotted each week for student reporting on how the 
warksiiqps (the field oocpanent) are progressing and to permit general 
disojssion of both successes and problems* As the semester progresses, the 
stjdents learn increasingly to turn to the graap itself for si^^x^rt and 
feedback. 

Ihe field learning cccponent of the course is constructed around the 
delivery of weekly health education and prcraotion workshops to 10-12 elderly 
participants at each ccramxnity site. Bie students are responsible for the 
recruitment of participants, an assessment of their needs for health-related 
information, the selection of expropriate wcarkshop topics, the design of the 
curricula, and the negotiaticns required for determining vAio will actually 
present v*uch topics, six tc eic^t individual, houi>-long workshops are 
offered at each site per semester and topics in the past have inclxxJed: 
stress management, drug side effects and interactions, diet and cbesity, 
laxatives and fiber, hypertension, pain management, self-concept and health, 
and hew to vse the health care system. Students are challenged to incorporate 
the principle of client eaoopcwerment and a functional approach into each of the 
topics presented and to meld the e}5)ertise Ccon their own individual 
disciplines in working in interdisciplinary pairs at each workshop session. 

Pr ocnram evaluation . An evediaation of the project's iitpact on the 
students required two different, yet ccnplementary, approaches. First, a 
questionnaire was developed to measure change in the students' gerontological 
Icncwledge ard their attitudes and their perception of the attitudes of health 
professionals tcwaru the elderly. Uiis was administered on a pre- ard 
pocttest basis each semester. Second, a participant-observational technique 
was enployed to gain a better undenstanding of the process throu^ vMch the 
students progressed from a uni- to a multi- and finally to an 
interdisciplinary team. This second approach suggests a developmental process 
throwi^ vMch t^m "members" are transformed into team ••players." 

ftiestionnaire results have been reported elsevAiere in more detail (Clark, 
Spence, and Sheehan, 1S86) , tut a summary indicates that student attitudes 
tcward the elderly inproved as a result of participating in this esq^erience. 
This was measured both by scores on the Palmoru (1977) "Facts on Aging Quiz" 
and by a grouping of 21 semantic differential questions, consisting of paired 
positive to negative descriptors eliciting student attitudinal opinions of the 
elderly. After ccnpleting the e5?)eri,ence, the students considered older 
persons to be more active and more socially desirable. Students rvere also 
asked to give their inpression of the attitudes of vailous health professional 
disciplines tcward elderly patients. Initial findings, indicate that all 
changes were toward a more positive pero^ion, and tJiere likewise was a shift 
in interest tcward specializing in working with older adults. 

Of more interest to those concerned with team develcpaent and dynamics 
are the inplications of cur observations on hew students progress from being 
siiiply team "members" to becoming real team "players." Here, we suggest that 
the developK^ent of students mirrors the evolution of the cca>cept of the team 
itself throu^ increasing levels of cocp^tion and collaboration. In the 
educational settir^, it is inportant f faculty to become aware of these 
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sucxsessive stages v*ien designing ejqjerienoes v*iose purpose is to foster the 
cievelopnent of tnaly interdisciplinary teams. Briefly, these stages are: 
(a) Uhi-disciplinarv flmctionina , in \Addti student Iqyal^-os are directed 
tcward their cwn disciplines and programs, \Aiich provide chem with a sour^ of 
identity and security. Little significance is attacihed to relationships with 
other disciplines; (b) MUlti-disciplinar/ functioning , in vMcih there is 
tentative e>q)loration of potential relationships cross disciplinary boundaries 
and the eniergenoe of greater allegiance to the group. Still, team members 
function ind^^ndently of one another, in mucii the same way as children engage 
in parallel play; (c) Interdisciplinary functionincf occurs vdien clear 
loyalties to the grcxip are noted. Most iirportantly, collaborative and 
cooperative decision making occurs, in vMcih the contributions of different 
disciplines r .e taken into account by individuals in modi^ing their own 
perceptions of situations enocxmtered by the team and in arriving at soliitions 
to perceived problems. 

In spite of the e^ppearanoe of a clear developroenta]- sequence, it is 
iiiportant to note that this process is not vmidirectiOTal and linear, but it 
may involve considerable "ebbing and flowing" with significant variation araoi^ 
^ te am participants with respect to the rate and ease with which they 
progress throu^ the process. Ihe passing frcm one stage to another entails 
the successful negotiation of a transitional phase or bridge to the next level 
of functioning, periods vAiich are often riddled with conflict. A focus on the 
team's mission can he critical at such times to provide the mcaoentum necessary 
to carry the grc^ forward. Conflict, however, should not be avoided; rather. 
It must be channeled in such a way that attention is focused on its causes to 
resolve problems and to move the groip tcward its vatimate goal of cooperative 
and collaborative functioning. 

Ooncliision 

Ihe metaphor used earlier to describe the development and iirplementation 
of interdisciplinary^ team training and education programs as a voyage beset 
with adventure and perils is a fitting one. Just as student participation in 
a team-building course is an experience in process learning, so too is its 
design and operation an exercise for the faculty in sustained patience and 
attention to both ar^ademic and administrative issues. Ihe prxxsess of doing so 
creates the structure within which the program can grow and flourish, provided 
that certain considerations receive attention. Ihis is especially the case 
with service/learning models. 

At the heart of the service/learning mcxJel is the concept of exchange . 
Ihe students, for example, trade their servicc^^— in our case a health 
education instructional activity—for the opportunity to learn more about 
older persons and hew heeLLth care teams work. In addition, an e»±ange occurs 
between the university and the agencies vAiich serve as project sites. Ihey 
provide a place and an audience, vMle the academic center contributes trained 
and knowledgeable students with ^ropriate supervision. Just as the faculty 
at the university constitute a team overseeing the development of the student 
team, so do the designated agency staff menibers beooroe a team in their own 
ri^t and are included in the prxDgram activities and may even attend or 
present at seme of the classes. 

Ihe essence of this model is the exchange of resources throu^ the 
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oneation of a network. Die establishment of such linkages between the 
university and the cxininanity is an exaraple of a "mutual resource exchange 
network," a oono^ first developed by Sarason, Carroll, Maton, Cohen, and 
lorentz (1977) and later applied specifically to the aging network by Judge, 
Nichols, and Calkins (1982) . In such a network, nember parties—whether 
institutions or individuals— match needs and resources through a barter 
system. Bea±icularly within a land-grant tmiversity with a strong tradition 
of public sersdoe ocmnitnent, such a model can provide an appropriate vehicle 
for the development of an interdisciplinary training experi&xx. When sendee 
is recognized by the university as a legitlinate form of academic activity, its 
ca5)ling with educational and even research-related goals can be a powerful 
coDiblnatlon providing for the recognition of the inportanoe of the activity 
and its support by university officials. While town-gown tensions between 
service providers and the university may exist, with suspicion of "ivory 
tower«» academics shared widely by practitdor^ers "in the service trenches," 
nevertheless the receipt of a valuable service with the expropriate academic 
supervision can go a long way tcward placating agency heads who are pleased 1:o 
offer ejqjanded services at no e)*ra cost and who may find personal and agency 
recognition in being affiliated with an academic center. 

Oognitdve barriers follcwing disciplinary borders may be more difficult 
to overocme, with continued internecine warfare waged along departmental 
picket lines. Ihese problems are likely to remain as lar^ as the univer ity 
is structured along the traditdonal lines r^jresenting different approaches to 
knowledge and learning. However, the develcptent of a strong service mission 
for the formation of an interdisciplinary team can overocme seme of these 
problems, particularly if the program can be offeref a •'heme" on neutral 
acade m ic ground. Issues of recognition and reward for faculty meannbers retain, 
however, particularly when service activitdes may be considered at the bottom 
of the academic totem pole. Vocal si5?)ort from the xjspper levels of the 
administration, cxxpled with the concrete provision of resources, can resolve 
much of the difficulty. 

As the search for new models for interdisciplinary team training 
continues, particularly in settings otlier than the direct clinical service 
mode, it is apparent that a service/learning model offers potentials and 
potentialitdes. With some individual tailoring to specific contexts, and 
careful attention to the theoretical and applied problems that plague aiy type 
of interdisciplinary effort, its success can be assured. Adventurous faculty 
members embeurking on the development of such programs may, however, find it 
necessary to lash themselves to the mast of interdisciplinary cxanmdtment to 
avoid being lured by the Siren songs of deparbnental identification and the 
blandishments of uni-disciplinary success within the turbulent seas of 
academe. 
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INIRDDUCnCXI 



EVMUmCN OF INTERFRDEESSIONAL EDUCATICa^>L EXPERIENCES 



Pr.^3cilla D. Douglas, Eh.D., R.D. 
University of Connecticut 



This session entitled "Evaluation of Interprofessional Educational 
E}5)eriences" focuses on cross-course ccraparisons and research on attitude 
change as the result of interprofessional education. 

Dr. lipetz, using a metaanalysis model, showed that all interprofessional 
ocurses tau^t were evaluated favorably by students. Students who took these 
courses also developed a positive attitude about other health disciplines. 
Dr. Casto et al, whose research and data collection reflect a continued 
conmitment to research and evaluation, also showed that studerrtaj axe 
positively infli;ienced as the result of interprofessional courses. According 
to Dr. Casto students v*io select these courses valvie interprofessional 
collaboration begin to establish positive attitudes about interprofessional 
teaming and the contritutions that each profession makes to the caxe and 
treatment of clients. 

As the results of these two studies indicate, it is clear that 
interprofessional education is an iitportant force in the training of 
practicing professionals. Furthermore, by sensitizing a larger student 
population frora such disciplines as law, medicine, nursing, allied health, 
education, social work, and theology to interdisciplinary education, a more 
ideal model of collaboration will be created and fostered. 
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A MBIA-ANALirSIS OF INIERH?DFESSIONAL EDUCATIQN AT THE 
UNIVERSITY OF ILEJNOIS AT OilCAGO 



Marcia J. Lipetz, Hi.D. 
Uhiversity of Illinois 



Infcrtx3uchinn 



» a^Jl budj^u zor program develcpKnt or, an annual basis slS to 

Nevada-Reno, or to locate courses primarily in one oolleoe a*- *.y,i 
^irJ-^ Of K^cky or at lehn^COllege tS^'S^'^;,^ S^atterm^t 
Sivp.S?^'^ oommunity professional organizations of to^S 
umv^ities as Ohio State has done. It remains to be seS ^eS2\h?OTC 
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=, gfhedulin? intent of offering interprofessional courses to students 
"V!.™^ °f different colleges was to allow each student to get course 
^ mtc^rofessional course in his or her own college. Uius, 
students could regi^ for the sanie course under a nuniber of different iourse 
listings that would be appropriate to their college requirements. Becaujse of 
some ^ucratic regulations within the Uhiversity, it became very difficult 
to offer the sante course under a nuniber of diffei-ent course listijigs. Diis 
became frustrating for both students airi faculty because there was a 
^co^tion that the inability to get credit i^tST^eS^^HSce tiie 
courses less attractive to students. An additional kind bf sdiedulinci prSjlem 

SliSj'^fi!^^ ^^^^ ^ actuaJly^TSiS^t 

academic calendars. On campus, the college of Medicine starts approximately 
tajDweete prior to the rest of the units and does not operate o^^^Sf^ 
quarter basis. In several instances, particularly in courses with Jinical 

^^^^.liKTv^^^'^t.^ ^"^^^ ^ ^ ^t^'^^ ^ different 
oolleg^ would all be available. Because of these scheduling difficulties 

^to ^if ^^^v,"^""^" of Medicine, ircst of the medicS^sSdSte were 
Si ?oS^nfS ^ interprofessional courses were students who were 

SSi^Sn '^"'^^P^^*^ program rather than the ordinary class 

Bffi^Jinente. Enrollments ranged from five to approximately forty in the 
S S^i?^; ^ °f ^ «^ had a limit on tiie numberVSjStf 
^^SS ^ ^^'^ 1^"^ enrollment to ei^t 

S^^S"?^ ^ ^"f^- ^ instances, enrollments may Sve been 
^^^^J^^^^^^ f ^ ^ committee and the resulting 

inability of new courses to be listed in the normal quarter schedule. All^ 
courses were advertised within the relevant colleges, butitiTSSlkr 
Sf^'t^^ ^.r'^^ ^tially inSrekS'ii'tiS SSS even 

^^^1°^ interesting note on enrollments, which may 
potentially be problematic, is that there was a hi^ enrollment by woir^ 
students, i«rticularly in low-enrollment courses. The num^of^cS 

^^^^l^^? f ^ «^ ^ very hi^, but in sane 

S^i' ^ t students involved were women. Whether or not team courses 
appeal more to women is a question for further research. 

cfnv^ o^o^?^^^^--^^-"" ;^ in some of tha courses, faculty members and 
SS"SoSS^ ^ difficult:- in coming with role dif feriitiation in areas 
?Sf!v^ ^ noni«l role overlap or in areas that were new to everyone. 

U^'V'^^ involved collaboration between the School of Public 
the Department of Public Health Nursing, students had some 
difficulty in determining wliat was an appropriate role for a public health 
professional versus an appropriate role for public health nurses. In some of 
these cases, there may in fact be no role differentiation, but that creates 
some interesting issues to discuss in the context of a team. In another 
coirse that involved community nursii^ and community medicine, second-year 
lineal students had some difficulty trying to figure out what a propel role 
was for physicians in the context of the community. While it has b^noted 
in other research that role differentiation over time may became less cleS^ 

2r??'t^ l^^ addresses difficulties in 'role differentiation 

early in the team eJ5)erience. 

Co ntent versus process issups . The evaluations from one particular 
course indicated that students had learned much more about one another's roles 
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in « intent of offering interprofessional courses to students 

3na mmber of different colleges was to allow each student to get course 
OTedit for the interprofessional course in his or her own college. Thus, 
st^QTts could register for the same course under a nuniber of Sfferent iourse 
listings that would be appropriate to their college requiremente. Because of 
^ ^ucratic regulations within the UhiversiSy,ltbe^ verylSSSi?? 
to offer the same course under a nuniber of diffei-ent course listings. This 

rojognition that the inaoility to get credit in the college would make the 
courses less attractive to studente. An additional kind of schedulinci prdbleiu 

^hS^^h^^ ^^"^ ^ff^ ^ actually^TSiS^ 

academic calendars. On campus, the College of Medicine starts approximately 
ta^«e^prior to the rest of the unite and does not cperate o^l^Sf^ 
(garter basis, in several instances, particularly in courses with clinical 

colleges would all be available. Because of these scheduling difficulties 

^to ^if ii^>,°°''T «ost of the medicS^sSSte Sfwere 

able to enroll in the various interprofessional courses were studente vSio were 
flowing an independent study program rather than the ordina^^ 



^ affi^Jmente. Enrollmente ranged frcm five to approximately forty in the 
^ S^i?^; ^ °f ^ «^ had a limit on tee nuntoer^of^StT 
2.v^SSS .S^ii;. °^ enrollme^ to ei^t 

SSS S^^hSl^ ^ ^"f^' ^ instances, enrollmente may have been 
i^^StS.^.^^ ^^"^^ ? approval by the committee and the resulting 

inability of new courses to be listed in tee normal quarter schedule. All S 

SS^ JS^^ ^ oollegesr^t^^!;ar 

^^i^all studerrts would be potentially intereked in the «urS even 
SSnS?^..^*^ additional interesti:^ note on enrollmente, which rZ 
potentially be problematic, is that there was a hi^ enrollment by wroaT 
stJdente, particularly in low-enrollment courses. The nun^of^cS 

SS^^Sl"^? ^c^ii^> f «^ was very hi^, but in some 

cases, all of tee studente involved were women. Wheteer or not team courses 
appeal more to wonen is a question for furteer research. 

^le Dif ferentiati on. In scne of the courses, faculty members and 

had some dif f icul^- in comir^ up wite rol4 dif f^?S Sfareas 
Sf!v^ ^ * normal role overlap or in areas that were new to everyone. 
SiSf!fi involved collaboration between tee School of Public 

Health and the Department of Public Healte Nursii^. studente had some 
difficulty in determining what was an appropriate role for a public healte 
^fessional versus an appropriate role for public healte nurses. In some of 
teese cases, there may in fact be no role differentiation, but that creates 
some interesting issues to discuss in tee context of a team. In anoteer 

coraraunity nursii^ and community medicine, second-vear 

^ ^ ^ a prop2 role 

was for physicians in the context of tee comraunity. While it has b^noted 
in other research that role differentiation over time may become leS^cl^ 

Srw'Tn^ addresses difficulties in role differentiation 

early in the team experience. 

O raitent versus process issues . The evaluations from one particular 
course indicated that studente had learned much more about one anoteer's roles 
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SSfiS^^^i^S^ ^ ^ than they had about the 

^ course. It was not unusual for student^ ani evaluators in 
SSs^ to request more readii^ or a heavier focus on the tppS S 

W^rS^tSf^SL^^^f^^- Fi^]^ ^ appropriate balance betwSn 
ifS^fSTf^?^ d^opment issues and the particular clinical area emerged 

^^^everse was not true. None of the evaluations 

^l2^f>,S'^i®" ^ ^P®«^ ^ ""^ attention on course 

oa±^ rati^ than on team process issues, and it is possible thSiTa 

S^^L^'^'L^^^^ little atterSS was acSaSy paid 

^ ^ certainly net the intent of interprofessional ^ 



education on canpas. 
Successes 



Team experiences . For most students and most involved faculty this 
^urse r^ijsented a f irst ej^jerien^^ ?or virtS^'aS^ 

^ P°^i^^« one Sl^ltSents per 

co^indi^ted sate dissatisfaction with the course content, with the 

?S^2tS^? "^^^^ ^ particular'team. However, 

^.f^ °^ ?® courses were overwhelmir^ly positive, ^ch is 
relatively unusual for electives and new cours^. iSdent 4atisfec3on with 

and ^SSl^ riT^-^^ °^ ^ ^o^' students were given pre- 

ardposttest attitude instruments to ooraplete as part of faculty r^earch 
programs or as part of the evaluation. iS all couSS in S tiiS^ 
";^rum^ were administered, students consistently shSed^^S^e chanae 
in attitajdes toward other health professionals who ^ere part oftoe SuSf^^ 
2^ ^ attitudes toward health professionals vlS^d nS b^Sf^rt 
2hSf>,S?fr* ?t ^ °^ conclusion that direct involvement with memberTof 
other health professions through these kinds of ew)eriences is a rSitS 
e5q)erience that may have iirplications for futSre^Si^.^ ^ 

^c^r. ^;1^ modeling . EvaluaUons of courses in which there was a pre-existincr 
Sc^L^ C^«^:SrS?^K^.S;^ ^ ^^^y practicing S^a clSlSlS 

f S professions educaUon is criUcal, and learning howtobf 

^ ^ ^ practice was ^videntTo^of tiif 

SSifi^ addressed as a result of this knowledge is S f aoStS 
gvel^in^ around teaim^^rk may be a necessary f St step in SSSg 
interprofessional courses. Faculty members v«io are inte^sted iTftoctionin^ 

»° e)5«rienceinlSla2 ^Sto 
develop team skills prior to involving students. 

„.t ^!l°^ videotapes , in a number of the courses, committee funds were used 
JSni'^?^.!!?" meetings, simulated case presentations, S^u^%^rf^ 
Wdle the videot^ of team meetings had immediate usag4 as te^m^S^ 
able to play bade team meetings and critique cne anoth^'s partSiS^ 
videotaping speakers or other presentaUoi had an^t oTfotSfSSL 
off^ings. Because ccmnittee funds are awarded for^ycS .^^g^f^ 
spe^ cannot be brought in every year for the goodof 'c^T^ 
videotaping guest speakers, students in the futurl will bTSbSto iate 
advantage of those special presentations. ce aoie to take 
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ona^^^Sr?—: S^::!^ °f «^ used conmdttee it^^^^ 

on a short-term basis r^resentatives of the campus's cxxmselim service to 
consultants durii^ team meetii^ Response ^tS^ 

^S^iJ?^?.!^??^-'^^^^!!^ one course 

ocKimittee during its second of ferii^ vdth a special request for 
additional ocramittee funcJs to be able to continue hiring S proS^ 
o^sultant. Because of the faculty's perc^ion of the iinporSncTof that 
presence, special funds were allocated fortiiis second ye^ 

Futame offerings . It has been the hope of the committee that courses 
suocessfially evaluated during the experi^^ year would teoffSed^ 

ti^t budget year, this may be unrealistic. However, of the twelve courses 



^ have been ^:^oved and of the eleven that have been offered at least 
OToe, ei^t have been granted permanent course numbers thtourfi the various 
«urae approval processes and there are plans to offer allXita sS^S^or 
third time. While it is unrealistic to telieve that alli^^iLTS^^^ 
r^ted every year, faculty interest in turning esqjerim^^SL^ 

^ consistent despiS^Ss^S^^^""^ 
colleges to the opposite. ai.^^^ 



Reccarnnendationa 



«nfl °^ e>q)erienoe and feedback from 175 students 

^ilJ^^J^"^ ^ virtually all academic units oriented to the heSS 

S^;>,^ are sotie recaipendations about future interprofessional 
courses at the University of Illiiwis at Chicago: 

1. niere is a need to devise consistent evaluation mechanisms. 
Data must be collected from students in interprofessional 
courses in a consistent way for purposes of research and future 
program planning. Without these data, it becomes very difficult 
to mate appropriate decisions in any academic atmosphere. 

2. Evaluations must address cost issues. It appears that team 
teaching and interprofessional courses are more ejmensivp than 
other courses, but this fact has not been documented on <3ur 
caiipus.^ If this is in fact true, yet the courses are sesn as 
worthv^le and apprcjpriate, arguments need to be made to address 
the issue of v^iether team teaching arei team care are cost 
effective. 

3. There is a need to become, proactive in developing topics that 
may be appropriate for interprofessional courses, until now, it 
has been the responsibility of faculty teams to select their own 
tjjics. While all of the topics have been of interest to 
students, relevant, and current, there may be some basic 
material appropriate for a team approach that has simply not- 
been covered. The committee has considered developing a module 
on interprofessional education and practice that would be 
appropriate for use in introductory courses in all of the 
colleges. There is some interest in having access to such a 
module. 
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have had a team experience. It is inperative to begin a 

^ practice to assess the impact of 
interprof^ional educaticai on practice, it may also be 

to question clinical sv;?»rvisors of those graduates. 
B^sr^earch ca?>led with student evaluations, could be very 
■'inportant for future program developnent. 

^* S!?^?" Increased emphasis on diversiti' of settings in the 

health care system, it is imperative to develop additional team 
^lences in ocmnunity settings such as cliMcs, comSty^ 

^i^? Because the ho^ital isl^y 

OTe^rpriate setting for team care, students ou^t to be 
eiqposed to team care in alternative settings. 

in^-or^^^^ feedback from students and faculty involved in 

SSttSTSf ^ ^ mter^fessional^cation 
^«ttte at the Ifiuversity of Illinois at Chicago indicates that this 
broach on this canpus at this time has been mcit suocSul whn^<-ho,^ 

^SS ^i^'^^^ ^ ^ S^STTSiievfSlt'^ 
e^mHo^f hffffi^^S^ P"*'^^^ ^ time. A review of these course 

^ cxcmatment both^ 

Jjrcerprotessional eciucation on cainpus and to its arass-.mn^o ar^>v^or.K 4-^ 

owittee's efforts is hl*ly lltely at this pod* and the roleif 
^^fessK«al education on oanpus is teccSL^ in^r^^Jy i^ral^d ard 
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APPENDIX A 
COURSE DESCRIPTIONS 
UNDERSTANDING HEALTH SERVICES UTILIZATION MANAGEMENT 

SUMMARY REPORT 



This utilization management course was a joint effort of the College of 
Medicine, Department of Family Practice, and the School of Public Health, 
Health Resources Management Department, and was offered only during the 1984 
summer quarter. Nineteen students enrolled in the course. The major goal of 
the offering was to introduce an interdisciplinary group of students to 
utilization review through simulated case studies. 

Students indicated that the course structure and presentations were 
received well. The use of consultants was found to be very beneficial. 
Students indicated that the major weakness of the course was the absence of 
more structured readings or a textbook. The course examination indicated that 
all but two students showed a substantial understanding of the process and 
problems of utilization review by the end of the course. 



NUTRITIONAL ASSESSMENTS FOR NURSING AND NUTRITION 
AND MEDICAL DIETETIC STUDENTS 

SUMMARY REPORT 



This course involved the College of Nursing, the Department of Nutrition 
and Medical Dietetics in the College of Associated Health Professions, and the 
Counseling Service. It was offered during the 1984 spring quarter only. The 
major goals of the course were to enhance interprofessional communication and 
to improve the quality of nutritional assessments of patients. 

Nineteen pairs of sophomore nursing and junior medical dietetics students 
participated in this project. The course was organized to allow members of 
each student team to individually interview the same simulated client, to 
jointly view the videotapes of those interviews, to receive evaluation 
feedback from faculty, to jointly develop comprehensive patient care plan and, 
to evaluate the experience. All of the student pairs completed the major 
portions of the experience, but only 28 of the 38 (78*) participated in the 
final evaluation session. 

Student evaluation of the project was quite favorable. More than 
two-thirds of the students rated learning activities as mostly to extremely 
effective in meeting stated objectives. Overall, they rated the 
videotape/feedback session as the most beneficial aspect of the project. A11 
of the students who participated felt it should be continued. Analyis of data 
collected indicates that, as a result of the project, there were important 
shifts in students' perceptions of the importance of professionals from the 
other discipline in patient care. 
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LATCH - LITERATURE ATTACHED TO THE CHART 
SUMMARY REPORT 



The Library of the Health Sciences with the Colleges of Associated Health 
professions Medclne, Nursing, and Pharmacy demonstrated the utility of LATCH. 
Literature Attached To the Chart on the Psychiatry Unit (8 East) of the 
fJlInnnr^Lf ^JJ^""^' Hospna^ durIng the spring quarter. 1984. and continued 
through 1985. The service was made available to all faculty, students, and 
staff Involved with patient care, clinical education, and research on the 
unit. Anyone with questions regarding a patient on 8 East could call the 
Library and request a LATCH package. For each request, librarians searched 
the recent Interdisciplinary professional literature to find articles relevent 
to specific patient problems. The requestor was given the option of selecting 
articles from the computer print-out citations or of asking the librarian to 
select the articles. Once relevant articles were selected, library staff 
prepared a package of materials which listed all relevant citations. The 
LATCH package was delivered to the patient unit where the unit clerk attached 
U to the patient's chart. Over 100 LATCH requests were made during that time 
period. 



AN INTERPROFESSIONAL TEAM EXPERIENCE 
IN A RURAL HEALTH CENTER 

SUMMARY REPORT 



c*..H I S *'"^''Jf'' ^^9ht public health nursing students and eight 

student phys clans participated In an Interdisciplinary learning experience at 
the Mt. Morris Community Health Center In Mt. Morris, Illinois. The 
experience consisted of six seminar sessions co-led by a nurse/physician 
faculty team and student team home visits to a selected area family. 

Each student team made at least two home visits to their selected family 
and collaborat vely wrote a summary of the family's health-specific coping 
ability. Families who needed and desired further health services, such as 
health education or referrals, were visited more frequently by the student 
team. 

The value of the experience to the students was expressed in one 
evaluat on: "We both felt the experience was very worthwhile, and we gained a 
new nsight and respect for each other's place in the health care field in 
providing optimum patient care." 
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•.nnl^rl'-.^f'lll''^ INTERPROFESSIONAL TEAM EXPERIENCE 

WORKING WITH COMMUNITY WOMEN ON HEALTH PROBLEMS/ISSUES 



SUMMARY REPORT 



c rJuA course was offered jointly by the College of Nursing and the School 
?Lc l'^ Health during the summer quarter of 1984 and has been repeated 1n 
1985 and 1986. The purpose of the course was to provide graduate students 
from a variety of professions with an educational opportunity to have 
classroom, seminar, and field experiences related to Women's Health using a 
primary health care approach as defined by the World Health Organization, 

u JIl® '^S"!!® ""J^"'^*!'^ *o *en students primarily from the School of Public 
Health and the College of Nursing. Staff from Hujeres Latlnas en Acclon a 
community agency, was also Involved In the course. 

The field experience for the course provided an opportunity for students 
to work with the women at Mujeres Latlnas en Acclon. Students conducted 
community health needs assessments with a variety of women through the 
^IVl^l' ^^""^^ health projects were selected by the staff and students during 
1984 from the needs assessment and were undertaken during the quarter. One of 
the criteria for project selection was the enhancement of the staff's ability 
to provide health services to the community after the course was completed. 
Staff and students met together to evaluate the process and the results of 
their work. 



INTERDISCIPLINARY GERIATRICS COURSE 
SUMMARY REPORT 



The Interdisciplinary Experience for Students and Trainees In 
Team-building and Team-Care In Geriatrics Involved the Colleges of Medicine, 
Nursing, Associated Health Professions, Pharmacy, the Library of the Health' 
Sciences, the Counseling Service and CED. This course first met during 1984 
and has been offered In 1985 f* 1986. The course goals are: 1) To experience 
team building and team care; 2) to Improve/modify attitudes toward other 
professionals; and 3) to develop the ability to work together toward a common 
goal. Course enrollment Is limited to eight. 

The course format called for two sessions per week. In the first session 
each week, two students were responsible for presenting and discussing one 
patient case. Faculty observed the case presentation and resulting student 
discussion, and faculty and students then discussed both the case and the 
group process. During the second session each week, students observed the 
regularly scheduled Interdisciplinary faculty conference. Two of the sessions 
were videotaped and the remainder were audlotaped. 
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In general, the course goals were attained. Thv'; students were extremely 
positive about the course and made modest positive changes in their views of 
the effectiveness of health care teams and the contributions of the various 
disciplines to health care. 



MODELS FOR THE FUTURE DELIVERY OF HEALTH CARE 
SUMMARY REPORT 



This course was a joint effort of the School of Public Health, College of 
Medicine, the School of Urban Planning and the Department of Management and 
was first offered during the 1985 summer quarter. Twelve students, half with 
clinical backgrounds, e.g., dentist, nurses, physicians, and half with 
non-clinical backgrounds, e.g., management, economics, were enrolled. 

The goal of the course was to bring together students to examine from 
different perspectives the directions health care professions are heading as 
the end of this century is being approached. 

The course was conducted as a graduate seminar. Class projects included a 
literature review, an examination of a "real world" experience, and an 
analysis of what they found with conclusions. 

Ten student evaluations were received. All of the evaluations were 
enthusiastic and positive. The course was well accepted by the students and 
endorsed by the faculty. The course is being repeated in 1986. 



AN INTERPROFESSIONAL APPROACH TO NORMAL AGING 
SUMMARY REPORT 



This basic survey course, combined with experiential learning, explored 
theories of aging, changes in normal aging and focussed on the well elderly as 
seen through the interprofesional contributions of faculty representing the 
College of Associated Health Professions, the College of Nursing, The School 
of Public Health and the Graduate College The course was first'offered during 
the 1985 summer quarter and will be repeated in 1986. 

Four graduate students took this course for credit representing the 
professions of Nursing, Pharmacy, and Hospital Administraton in Public Health. 
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The course focused on the well elderly and offered field experiences 
through observation, discussion and direct contact with the elderly. Didactic 
classroom work combined lecture and discussion related to normal aging panel 
discussions demonstrated Interprofessional contributions and opportunities for 
research* 

.f..Hfnfc^;^T^"?J^°" °^ ^J^' P^^^'J *^^'"°"9f' an instrument given to 

students and faculty assessing content value of presentations and perceptions 
of experiential learning. Students and faculty were unanimous in their 
recomnendatlons that the course be offered again. The course also provided a 
role model for faculty to exchange Ideas in a colleglal atmosphere. 



THE ORGANIZATION AND USE OF A TEAM APPROACH TO TFACH 
HIGH RISK WOMEN ABOUT STRESS AND STRESS MANAbcMENT 

SUMMARY REPORT 



This project will be offered for the first time In 1986 and will bring 
together students and faculty In the disciplines of Medicine. Medical Social 
Work and Medical Sociology from the College of Medicine at Rockford, the 
School of Social Work In Urbana-Champaign and Northern Illinois University 
Students and faculty will work together on the development, Implementation and 
evaluation of a program on stress and stress management for adolescent mothers 



IMAGES OF THE HEALTH PROFESSIONS IN THE MEDIA 
SUMMARY REPORT 



This didactic course was designed to study the basic perceptions and 
misconceptions that health professionals often hold about one another and to 
consider the social dynamics that underlie or perpetuate those Images. This 
course Is a Joint effort between the Center for Educational Development, the 
College of Medicine, the College of Nursing and the College of Pharmacy The 
course Is currently In progress (spring 1986), and forty five students are 
enrolled. 

The course Is designed to provide ongoing Interprofessional discussions 
among faculty and students and requires Interprofessional cooperation among 
students on the major course assignment. 

A training component for current faculty and a system for training 
subsequent Instructors Is built Into the course. Although the course format 
is didactic discussions, 1n-ciass exercises and assignments focus on clinical 
aspects and Implications of media Images of the health professions. 
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DYING, DEATH AND GRIEF 
THE INTERPROFESSIONAL CARE OF DYING PERSONS AND THEIR FAMILIES 

SUMMARY REPORT 



This special topic course was a joint effort of the School of Public 
Health, Conmunity Health Sciences Department, The College of Associated Health 
Progressions, Medical Social Work, and Nutrition and Medical Dietetics 
Departments, the College of Nursing, the College of Medicine and the College 
of Pharmacy. The major goal of this course was to prepare health profession 
students in both the classroom and field setting, to identify and implement 
basic principals of current interprofessional approaches essential to 
understanding and facilitating family procerses associated with family 
bereavement and caring for dying persons. Eight students are enrolled in the 
course. 



AN INTERDISCIPLINARY APPROACH TO ETHNIC HEALH 
SUMMARY REPORT 



This course is a joint effort by the School of Publi: Health, Community 
Health Sciences Department and the College of Nursing, Department of 
Psychiatric Nursing. The course it being planned for summer quarter 1986. 

The purpose of this course eals with two main issues: 

1. the concern for ethnic health with focus on the health of refugees 
and recent immigrants into the Chicago area; and 

2. the concern with the development and promotion of interprofessional 
models for dealing with certain aspects of ethnic health 

This course will combine information with analytic case-based role-playing 
and on-site clinical experiences. The course content will emphasize both 
theory and practice of team-work in health care delivery, as well as the 
special health needs and issues of recent immigrants. 
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MTITODE CHANGES AMDNG STUDENTS ENGAGED 
IN INTERPROFESSICNAL EDUCMTON: 
RJRIHER RESULTS AND DlCCUSSiai 



R. Michael Casto, Fh.D. 
H. Kay Grant, Eh.D. 
James A. Burgess-Ellison, M.Ed. 
Ihe Olio state University 

Introduction 



The study of attitude change among students ei^ged in interprofessional 
education courses at the CMo Gtate Uhiversity has been of interest to 
faculty, researchers and funding sources for the past five years While 
research in attitude change is difficult and jitprecise at best, it still 
ranaojis an unportant component in ineasurii^ the success of efforts to provide 
cportunities for education in interprofessional collaboration. Attitude 
changes signal a shift in the sMdent's approach to professional practice and 
SJS oortponent in the process of professional socialization. 

Indeed, some researchers have demonstrated that professional identity and 
accorapariying attitudes may be among the most long-lasting effects of 
professional education (Siapson, 1979; Waugaman, forthoamim, 1987). Thev 
f^.'^J^J^ pre-service education is the arena in vdiich professionals begin 
to foCTiulate, refine and adopt the v?- -s of their profession and their 
attitudes about professional practice. 

„^^5!!ff,,'^^ and attitudes continue to shape the student' professional 

Sc^'S^of 9f^,^ting in extended professional commitment 
and a high degree of self-identification with the profession. Education for 
tile prof essions and the values and attitudes vdiich it develqjs ^TSnS 
tii^fore, vdiich extervas beyond the boundaries of transmitSgTsp^ifi?^' 

^4.^®/^^^'^ °^ ^® profession and the shape of that practice. Thrmcfli the 
attitudes and values that are formed, pre-ser?ice educati^^^enSfS 
Identity and self-understanding of the professional long after its formal 
conclusion Therefore, the stucfy of chLges in attituSL 2^,^^?^ 
assessing the long-term effects interprofessional education ha?on 
professional practice. 

BackcfTOund Of The Study 

This study is based on the same theoretical assumptions with regard to 
tt^e traits of tiie learner and the nature of attitude formation and Stitude 
change as the study presented at the Seventh Annual Conference on 

Team Care in 1985. in that study we adopted a view 
of people as "holistic and open" (Casto, et.al., 1986, p. 201). We argued 
that the person is "selective, organismic and developmental" (White, 1975, p. 
19) . _ Pecfegogically, this vier-; correlates with the principles of adult 
learning vfluch Malcolm Kiowles presents (Kiowles, 1980) . 

We defined "attitude" in accordance with Irving White: "an attitude is 
the internalized 'choice- reflecting an individual's predisposition to 
actively select and organize his experience in relatively continuous and 
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S^fi??^®,^^* ^ese predispositions are praSucts of biological, personal 
and cultiiral forces working toward an identity system capable of det^Smrw 
affooative behavior" (Mute, 1975, p. 20). m Sgued ti^^ hS^S^ 
definition of attitude recognizes the individual's capacity to select and 
organize ej?)erience into predictable choices. Attitude change, then 

^ ^ 2^°™ °^ response but rather a new point of 

^ ^? emergent restructuring of eiqjerience. it further represents the 
^l^lt.'^J^^^^^ °^ ^ SSSe influenced by Ss^^S.? 

students in interprofessional education are to be 

lS!°2.S.rS86r T^02f'' °' "^"^ ^ Professior^ develcp^t." 

In the previous study we also discussed attitude change in the context of 
gro^ behavior as well as the current status of attitudTSange rSeS^n^ 
in relation to inte^rofessional groins. Very little evidence exists by ^ch 
to evaluate 5 veri^ the current studies. Ihe distinction McCorcle provides 
^^^^jS^^^^ii^.^^ and other kincSs of groups proved to be useful 
in Identifying important features of interprofessional grxxms. First the 
int^disciplinary task groip is an open rather thc« a closed system oiing its 
«astenc» to some outside agent who places unpredictable requirements on the 
gro^^^e gra^ therefore will be ej?«cted to engage in ^ious activities 
S>,fS?°"'^ S interactions within this larger environment. Second, production 
sgedules and carmtments to outside agents enftosize the time bouA^iS of 
2Sc^ir.^^?^?;°'' °i ^fll be influenced by an emphasis on 

^S%S^Sff^?:v. ^ characteristics, openness of groap boundaries 

^™ ^ ^ to the task requirementf^esent a 

^oSf ^^^of^sional groap (Casto, et.al., 1986, ^. 202-203 and 
^^i^ if 2* ^^'^ ? encouraged to develop its oin life and at^ 
SSi^tifKS °f environment. Ihrou^out this^ 

^ooess attitudes are shaped and formed with respect to both profSsional 
practice and interprofessional collaboration. f «. j.u»iax 

Assumptions Of InteTp^fog gionga Education 

co>-io?*f^"'^^i^ education at the Ohio State Uhiversity is founded on a 
^IZ- ^ o^idered and refined assumptions vMch provide bJth direction an^ 
content for the program. While the entire list of assumptions istS^ 
^SSr,^ i^^?^ ^ ^ ^ to indicate the unifying 

S^SS ^ °^ ^ ''^^'^P^^^- 1hrou^)out the assumptioS 

S^Jfu -^^^ °" ^ wholeness of both professionals and clients. 

This emphasis daiands that those vdio provide servic^ avoid fragmeSatSi 
Professiona^o ne*jd to oe open to the perspectives of others and^iilling to 
engage in cooperative efforts. Whether professionals are considering complex 
fii^ Prdblfns or canplex concepts and decisions, technological advances in 
sociebr and the e^^jlosion and availability of knowledge require In many 
instances an interprofessional approach. 

Ethical Issues Cammo n To The Helping Professiona 
At Ihe Ohio State Uhiversity 

Ihe interprofessional seminar, "Ethical Issues conmon to the Helpim 
ftofessicais, " has been offered to saadents at the Ohio State University for 
the past thirteen years, ihe enrollment curcently consists of students anl 
practicing professionals from the Ohio State Uhiversity School of Allied 
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S?®' J^^?°^i^^ °^ Nursing, Mfedicine, Law, Education, Social Work and 
S^vS^^^^ theological Schools. i^<^ty from 4ach acadendc unit 
provided lecture and discussion of content and lad their respective 
^fessional groi^ as well as an interprofessional grom of ten to twelve 
^^ents. lectures in the oourso included an introduction to ethical 
Si^?^i. SJSff?^?^ ethics and codes of ethics, and a consideration of the 
fi^^^^.f^"^ involved in privacy and confidentiality, professional 

JS^S^^*^.^^"*^ °f ^ malpractice) , dea& and dying, 

tte problems of adolescence, and the allocation of 3caroe iesoSo^ 
studies presented ty faculty provided the basis for discussion in both^ 
^fessional and interprofessional grot$)s. Students canpleted reading and 
witten assignments. Evaluation of students was based on participation in 
class and cotipletion of the written requirements. h><^^^^P^-^on in 

Method Of The Study 

Once again a thirty-seven item ipapec and pencil questionnaire was use to 
g^.dajogaphic and attitudinal data frm tSltudSS!^^^-^ 
semantic differential statements were constructed around five central themes: 

1. Attitudes about the value of the seven human service professions 
represented by seminar participants; 

2. Attitudes about the role of conflict in the interprofessional team 
process; 

3. Attitudes about the structurii^ of interprofessional qrouD 
organization; 

4. Attitudes about the nature and distinctiveness of one's role as an 
interprofessional team member; 

5. Attitudes about one's willingness to participate in the 
interprofessional grxxp process. 

A five-point scale of degree of agreement or disagreement was used. 
Ihere were also two sentence-stem items designed to elicit information 
regarding professional and interprofessional goals and three items designed to 
elicit demographic information. ^ 

^^>^^^!S^ participants were asked to complete the questionnaire both at the 
first and the last meetings of the seminar. The same questionnaire served as 
the instrument for both pre- and post- assessment. Responses were then 
computer-analyzed according to professional grtjm, and pre- and 
post-assessment. 

Subjects 

Seminar participants included degree students and professional 
practitioners. Of these participants the stuc^'s subjects were those persons 
vSio voluntarily completed either/or both the pre- or post-assessment 
instruments. Subjects were not paired according to groi;?). Of 184 pre- and 
p^- questionnaires distributed to participants, 86 were returned to yield a 
46% re^nse rate. Pre-and po3t-assessment data were handled as aggregate 
data with no attempt made to match individual responses. 
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DemograFhically, subjects identified themselves acx»rdim to 
profession, age, and sex: aw^i^uxng 



Professions 



Number 
Enrolled 



Pre- 

Assessment 
F* % 



Post- 

Assessment Aqcrreqate 
F % F % 



Allied Medicine 

Education 

Law 

Medicine 
Nursing 
Social Work 
Theology 
Other/lftiknown 



10 
17 
16 
11 
8 
17 
13 

_g 

92 



5 
7 
4 
3 
4 
11 
6 
_0 
40 



12.5 
17.5 
10.0 
7.5 
10.0 
27.5 
15.0 

g 

100.0 



7 
9 
5 
5 
3 
11 
6 
_0 
46 



15.2 
19.6 
10.9 
10.9 
6.5 
23.9 
13.0 

0 

100.0 



12 
16 
9 
8 
7 
22 
12 

_g 

86 



14.0 
18.6 
10.5 
9.3 
8.1 
25.5 
14.0 

0 

100-0 



^f SSf^r^S"^ °' ^ ^° r^resented each 

riiiS^!^^?^ ^ comparaUve proportion of subjects in 
relation to the subject-sanple. 



Age 



21 - 25 
26 - 30 
31 - 35 
36 - 40 
41 - 45 
46 - 50 
51 - 55 
56 - 60 
61 - 65 



Pre-Assessment 
F % 



14 
12 
4 
3 
1 
2 
3 
0 
_1 
40 




F 


% 


F 


% 


16 


34.8 


30 


34.9 


15 


32.6 


27 


31.4 


5 


10.9 


9 


10.4 


3 


C.6 


6 


7.0 


2 


4.4 


3 


3.5 


3 


6.5 


5 


5.8 


1 


2.2 


4 


4.6 


0 


0 


0 


0 


1 


2.2 


1 


2.3 


46 


100.0 


86 


100.0 



Sex 



Male 
Female 



Pre-Assessn^h 
F % 



13 

22 

40 



32.5 
67.5 
100.0 



Post-Assessment 



19 
27 
46 




Total 
F % 



32 
54 
86 



37.2 
62.8 
100.0 
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subDect sanple represented all participatii^ professions, with social 
work conprising about one-fourth of those partiSpatin^, Allied^cSe 
lajcation and theology each represented bv about Se-2^tih of and 
^I'.f^fl^y?^'^^ represented by about one-tenth of 
^\°^J^ subject sanple was widely distributed about a mean of 31 v^rs with 

L^??^^'S^°".°; I" cortparison with STSaSf LSS? 
sanple corresponds with the seminar participants. inters, T:ne 

Data Analy giR n f Results 

In analyzing subjects' responses, researchers used SPSSx f Statistical 
Package for the Social Sciences, revised edition) to derivf m StSSt 
descriptive statistics, t-scores, and Itearson Correlations f^om 
sercjntic differential items in addition to five combinatSn^iS!e^ Tj^ese 
cajDumtion variables resulted fran groining 26 semantic cif^SS'itS^ 
around the five central themes of the stutfy, listed as follo^reT^ 

1. VMJJ identified attitudes about the value of includincr 
r^resentatiyes from each of seven professions as members of an 
interprofessional team. 

2. OQNF identified attitudes about the role of conflict in 
interprofessional team process. 

i'r^'^'^^^li^.^^^^ ^ egalitarian vs. hierarchical 

functioning of the interprofessional team. ^<^^u.<^ 

i;p.f ^i'^^-^^^f attitudes about the nature and distinctiveness of 

? ?.S^-f ^i°2^."'if ^ °f ^ interprofessional team. 

5. PART Identified attitudes about one's willingness to 
participate in the interprofessional team process. 

' -Iti-variate analysis of variance on 

Results A nd Discrugs-i nn 

by thf LSSfS^c^H^S ^^^^^te^items and other comments written 
folSSiS^^t^S^e^flSs?^ «ies resulted in the 

^=^^nse to the open-ended question, "The most important ethical issue 
rt S^^y.^^^^"^ ^te specifi?^ei?^SSii 

It mi^t have been assumed that this would result iTdif ferences beS^lie 
professions, -mis was not the case. Most students identSSd^nfSSiSitv 
and accountability as the most iitportant ethical issue fSSftteir ^ 
profession. Other pqpular choices were the ri^t to live or the ri^t to die 
^^f power, euthanasia, abortion, and the ciiangii^ role of pSSsSnS ' 

yr^i■^.r^°^ responses were profession specific: student ri^ts, content and 

jSSe nS^^^^v^T^^^f ' ^ unequal adMnistratiSTof 
Dustice (law . Several respondents saw professional attitudes about their 
clients as significant ethical concerns. Scceptii^ the lifesJlfS ^Ss 

vfeS of^^."^ ? °' ^ as eSical pSJ!e^ sSe^^s 

professions and involvement in ethical decision-makim were^both 
cited by several students as iitportant ethical problems. 
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r.>^i2 ^ ^ open-ended statement, «"lhe most important ethical 

problem that faces an interprofessional team is...," subjects cited many of 
the sate concerns as in the previous question. Heading the list was 

Other problems cited 
were trutii-Ulling, allocation of scarce resources, misuse of power, rirfit to 
live, ri^t to die, euthanasia, the ri^ts of the individual and the riSits of 
society, and the quality of life. ^^^^ or 

ir^iiSf ^^'Tf^'^ "^f^ S ^ practice and tire life of the team. These 
included failure to value and respect other professions, lack of 
ocraunication, and cooperation versus territoriality, other concerns were 
"^l^ d^recUy to attitudes about clients, namely, the self-determination of 
clients, and including clients in the definition of their prxablems. 

Ihe post-assessment did not reveal any new concerns on the part of 
respondents, altho*.^ responses tended to be more elaborate. 

-Ihese questions reveal the respondent's hi^ level of interest in and 
fS^iii^;^ ^ ^® problems facing professionals and ethical 

Sfv.^/ result of team practice. Such a level of responses 
^l^r.^ students may enter a seminar on ethical issues caramon to the 

eSdS °I opportunity to reflect on 

ethical problCTis that they have alreacfy identified. Hiis suggests a 
relatively hi^ level of scjiiistication among the students in the course with 
S^S^ ^^v,??!!S^^^ professional practice and on interprofessional teams. 
^^^SSf"^ J?y the mean age of the groi^ (31 years) vMch suggests some 
gofessional e)?)erience prior to taking the course. It may be that future 

Descriptive Data 

i-ho J!Si%3^^!-2^ differences between the two groi^ were few in number, 
2fv.fS^ identified some interesting information rlg^ng the types 

developed by researchers in relation to thTf ive 
^toal themes of the study using the Information compiled throu^ the 

2;^^^^* ^ P"'^^^ ^fl^ ^ data fron^y one 

Class of students, it may serve as a guideline for identifying and 

SSSe ^ ^ ^ inclined toward interprofessional education ani 
1. Value of other professions 

Wie rS^^^=^ ?^ ^® e)?)ressed a stror^ appreciation for the value of 
xhe other j^fessions. Diey consistently felt that they should be included on 
an inte^rofessional team, -mis conclusion allied nearly equally to each of 
the professions represented in the stuc^-. While there was a hidi degree of 
agreement among the subjects at the beginnii^ of the stucfy that all 
professions should be included on the interprofessional team, their responses 
to that set of questions on the post-assessment indicated an increased 
appreciation (level of significance .067) for the value of the different 
professions on an interprofessional team (figure 1) . 
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Figure 1. 



The combination variable vailJE identified attitudes about the value of 

i^^^f S^^^^^""^ °^ ^ professions on an interprofessional 

team. (The questions were inversely stated, '.he results, therefore indicate 
an incaieased appreciation for including representatives of different 
professions on an interprofessional team. ) 



pre-assessment 
post-assessment wm 

1 

(Sigi'dficant at 0.067) 



1.69 
1.50 



. While chis shift in attitudes does not carry a hi^ enourfi level of 
^ ^ considered reliable, it does indicate ate^ Ss 
confirmed in the previous study. It also identifies the studente in the 
sajple as p^sons who have a hi^ level of respect for all of the professions 
and desire their participation on the interprofessional team. 

^ — Equality on the in terprofessional team 

Not only does the sample indicate openness to those from other 

? "^S^ °^ ^ interprofessional team, it also indicates that 
those cotipleting the survey value the actual participation of all the 

Studente who take interprofessional courses seem to believe at 
the outset that persons from all the professions should participate in the 
interprofessional collaborative process on an eqiaal basis (figure 2) . 

Figure 2. 

The corttoination ^^iable EQUAL identified attitudes about the egalitarian vs. 
hierarchical functioning of the interprofessional team. 

pre-assessment m^^^^^^^^^^^^^^^ 3 
post-assessment bih^^^^^^^^^^^hb 3 ^5 

12345 

According to participante, those on the team share equal responsibility 
for the discussion of ethical prdbleitis. Given the more typical 
diaracterization of the hierarchical interaction of the professions on teams 
vfliere one profession may be seen to dominate or have more authority than the 
others, such a definitive response (mean 4.06; std. d&z, 0.94; std. err. 0.10) 
in this area is surprising. Ihis conclusion was st?>ported by the responses to 
two other questions: "Everyone should have an equal say in an 
interprofessional discussion of ethical issues." (Mean 3.94; std. dev. 0.89; 
std. err. 0.10) ; "it is important that the input of every profession on the 
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interprofessional team be included in the discussion of an ethical issue." 
(Mean 3.93; std. dev. 0.91; std. err. 0.10). 

. Equally interesting were the data regardii^ the leaderrJiip and ewsertise 
Of interprofessional team members. Respondents felt that "A sympathetic 
hearing should be granted a team member v^ose e)q)ertise is rot directly 
r^ated to the ethical issue at hand." (Mean 3.64; std. dev." 0.95; std! err. 
0.10 . Similarly, respondents indicated that "When an interprofessional team 
IS discussing an ethical issue the comments of the professional whose 
e>?3^se is most directly related to the ethical issue should carrv the most 
wei^t." (Mean 3.25; std. dev. 0.90; std. err. o.lO). 

Results on questions related to leadership were similar. Respondents 
strongly indicated that interprofessional team members are not sub^inate to 
team leaders (Mean 4.22; std. dev. 0.77; std. err. 0.08). Nor do 
interprofessional team members carry more responsibility if the outcome of a 
decision IS not satisfactory (Mean 3.33; std. dev. 1.05; std. er^T^?) 

= r^ts would seem to indicate that students in the sample advocated 

i^?^ cx«tflicts with traditional assumptions about aSri?^ 

©pertise. Authority seems for these persons to reside in the team itself 

^S'JlS^'^^'^ ^"^.^^ ^ Leadership 
assignments do not carry any intrinsic authority, nor does ewsitise in the 
area of consideration. Die students in the san^le are stroX^iSr^ in 

functicT^S that mann^^ESSiS^^ti^ 
int^rofessiOTal team is an important issue for them. Iheir oSrvictions 

T^^IJ^^^ beginning of the course and did not shift 

a^i?f ^ ^^'^ °" questions, while 

°?!32?? ^ 4^ 1^^^ °f significance tS be cited, were 

in fact in the direction of suppor'^ii^ -these conclusions.) 

^ — Participation on the interprofe ss-ionai 

Subjects in the sample felt strongly that they should and would 

inter^fessional te-m activities in the discussion of ethical 
SStei (fSii^sr °" ^ and did not change during the 

Figure 3. 

Ihe (Xfrabination variable PARnciPATIQN identified attitudes about one's 
willingness to participate in the interprofessional team process. 

pre-assessment ^■■■^^^^^^^^^^mh 3 81 

post-assessment ^^^mm^^^^^^^m^^m 3 85 

12345 



]teY>nda±s felt equally confident about their professional and personal 
ability to participate on an interprofessional team. Ihey responded 



er|c ''^^'^ 



Sft^ilS^ ^ ^® statenent "i feel comfortable r^presentii^ ity profession on 
an interprofessional team that addresses ethical issues." (Mean 3.93; std. 
tZ^r^^tl/^^^' -me direction of the shift in their responses in 

!??>,S^^ ^^2^!^!^^ indicated an inci-eased confidence in this area, 
ALthou^ the sh3.ft did not have a high enou^ degree of probability to be 

Similarly, r^ndS felt that meittoSs of^eir 

SST^S" T.."^^^ ^"^^ °n ^ interprofessional 

team." (Mean 3.90; std. dev. 0.83; std. err. 0.09). 

^n+.o>^55°^^^i^-^°^P^^ ^ "active" participants "in the 

Tiof^ discussion of ethical issues." (Mfean 4^; stdTdev. 0.72; 

^ in their attitudes did not have 

°f probabili.ty to be judged significant (0.37)? it^ 
suggestive of a tendency on the part of the students to develop an 4ven 
^?£rtS"SS^ ^ ^ interprofessional consideration of ethical issues 

4. Descriptive conclvisions 

Students who responded to this study seem to represent a group ^Aiich is 

collaboration in the consideration of ethical issues. At the outset of the 
course they equally valued the contributions of each of the partSpatL? 
professions. Ihey were equitable in their view of team relaSonshiS, 

^ S^f?^!?;? 4. ^ ^ responsibility for decisions 

and the rigiit to voice opinions. Leadership does not carry with it special 

Si^^r profession iL a right S^rTSt^^r^SL 

^oth^. Finally th^ believed that they and their profession could 
participate as equal partners in the interprofessional collaborative process 
^ anticipated ttat they would be acti^participants o^ ^Sf JSS* 
teams as they entered professional practice. 

It may be that such a set of conclusions can produce a profile of the 
stud^ mc^t likely to engage in interprofessioned edacatLn^i^cS? 
Such students may also be those most likely to engage in InterSfessiOTai 

^ '^^'^^ ^ S^tudSts^S?'2^SSle 

to the degree that interprofessional education and practice are valued by a 
profession. Such profiles might also serve as one basis for develop^ 
licensure requirements and standards. uevcj-upxng 



Shifts In Attitudes 



^u.^^^^^^Sf^LS^^u''®^® indicated in the study in several areas, only those 
shifts with better than a 0.05 degree of pnibability (two-tailed) will be 
discussed in this section of the paper. wu-tui±«i; win ce 



1. Value of Professions 



C^ce again, student perceptions of some professions and their value to 
2;i^yS?"'^f^f^°"^ process changed significantly. social work was valued 
more highly at the conclusion of the course as a participant on an 
interprofessional team that considered ethical issues (figure 4) 
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Bie variab.ie SCX2AL WC2RX VAIDE idrmtif ied -titudes about the value of havim 
a social worker on ar. interprofessional teaja that addresses ethical issues, 
erne question was inyersely stated. The i-ssults, therefore, indicate an 
iiicreased apprecintioii for includiig representatives of social work on an 
interprofessional 'ceaci.) 



pre-assessment 2.73 
post-assessment mm 2 43 

1 



(significant at 0.041) 



i-hc. c^^Jf^ to similar questions abouc che other professions indicate that 
S^i^fSf develcpeo. an attitude of acceptance for those 

r^Ar.rS^'^LlS^^ attitude about social workers indicates that students 

ga^ respect for the contribution of social work as a profession to the 
int^rofessional discussion of ethical issues. Ihis shift may be accounted 
n?J^ arxa socialization. The couSe^ SL^S^^T 

SJSSLo^S^^li" P'?^^ ^ dialogue with students representing the other 
Kf?fi?Jf • ^ ^ «=*^ ^ such interaction will Encourage 

^ ^ ^^"^^^ °f different professions and STSS 

S^?^?lf^^^*i^^uf°^ ^ contributions the other professions can make 

^ts would ^est that thiTg^ 
vras met, at least with respect to the social work studenteand their 

^Si^Jf«^^ff^??* ^ 1^ barriers that may have been overcome 

provided through the course will rrat be reconstructed 
as the students move into professional practice. 



2. Conflict 



°^ °^ variables measuring attitudes about the role of 
conflict on interprofessional teams showed a significant shift on the post 
asses^aj as compared to the pre-assessment. At the beginnii^ of the^ourse 
r^ndents disagreed with the statement, "For the sakTaFg^i, ochesiv^, 
conflict should be minimized during the discussion of an ethical issue by an 
inter^fessional team." At the conclusion of the course, they disagreed with 
this statement even more conclusively (figure 5) . 
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Bie variable MINIMIZE OONFIZCT identified attitudes about the role of conflict 
on an interprofessional team in its discussion of ethical issuS! (The 
question was inversely stated. Ihe results, therefore, i«iicate increased 
SSMc2^iSL?f ^"^^^^ ^ - interprofessS tea. 



pre-assessment 
post-assessment 



2.50 
2.11 



(significant at 0.049) 



rv^n^nl^i^JSLS!^^ students believe that acknowledgii^ and usim 
c^ict strengthens the interprofessional process and leadTto better- r2ults 

fSS^ conflict is a necessary condition of boildini^ Jion in ^ 
rjation to grojp goals. Conflict may also be a necessary component in 
^ooessing ooirplex issues." (Caste, et.al., 1986,T212:)^^Sirthis 
th^ry would apply to the hi^y complex technological issueTaddJSSefS 
discussions of ethical prdblems confronting profSsionals in thS^^ctSe. 
^^""^iS; issues becomes more difficult if participantefaS to 

^ P^^^i^ ScoSlIcSare 
inevitable both because of differences in the process of professional 
^ialization among the professions and because of the different expectations 
vfech clients and society have of the various professions. «t«-t<i^ions 

^ data is also interesting in relation to that cited in our previous 
SS>.^'^>,^^ relates to teams engaged in the discussion of ethic^ issues 
rather than those designing client care plans. The latter groups are 
diaracterized 1^ a high degree of task orientation and more spSfic closure. 

Si^'^r^'^' ^ig™«nts are made, and interaction is more likely 
^^.^ ^ °^ technical ej^tise and specialization. On the^^ 
other hand, in teams discussing ethical issues, members are as likely to draw 
on personal and societal opinion as they are to develop conclusions on the 
basis of e^ise. Interaction is likely to be more diffuse and less task 

: Conclusions are likely to be less definitive and more difficult to 
urplement. 

^® suggest that while significant differences 

exist between the nature of interprofessional care teams and interprofessional 
teams gathered to consider ethical issues, both teams are peroeived as 
benefiting from the constructive use of conflict. This correspondence of 
results may be due to the fact that both types of groi^js are concerned with 
decisiOTs that have a bearing on client care, althou^ the decisions in issue 
oriented groups may be implemented over a longer period of time, in both 
t^pes of groi^, therefore, there may be a concern with the importance of 
Identifying and managing conflicts in the interest of client care. Ethical 
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^^t'^u'^^ ^ considered as important as decisions about client 

care ty those responding to the two studies. ^-txtnt 

3. Leader^ip 

^'^^f^^.^ statement about the relationship of team menibers to 

authority to designated leaders. Additionally, their conviction about this 
conclusion strengthened during the course (figire 6) . ^ 

Figure 6. 

^e^iable TEAM SUBQRDINME identified attitudes about the relationship 
S^r^,^f™ and team leaders. (Die question was inversely stat^. 



pre-assessment 
post-assessment 

1 

(significant at 0.055) 



1.95 
1.63 

5 



Sl^ IS significant because it was not identified in the previous 
^^ffiif^"^ indicates that team members do not acknowledg^ ^ 
SSfSi.^^''^*lS ^ "^^^ °^ such a role designati^may 

generally be assumed to carry with it a certain degree of authori^ Ld power 

°^ ^ ^^enda and floHf the discSScT^ iT^ 
S^S^^S 2^>.?°^^f21^ authority, there may be i«:reased 
^-f^J^^ °f team. On the other hand, 

S^SS^n^^S^?^^^ ^ ^ ^ ««t authority in other team 

^^^s^ the «jtire team. While the latter may mate the work aore 
amb^sccie, it should result in a greater sense of shared responsibility among 
the team members on the interprofessional team,, 

of the need for more definitive and ejqjlicit studies 

°" interprofessional teams and the^elatioSS 
team me^ and team leadere. Such data should address the ^ 
SiS^^Sp^^HS! SJf?* study in Which only one question raised these 
ifS^v^^^^iJ^.I?^^ ^"^^ °" ^ nature and function of 

i!?T^?4^u2lf interprofessional team, further definition of the 
SSS£^S ^ "'^^ ^ team leaders, and the possibility of 

Conclusions 

f5 ^ ^ limited to one interprofessional education 

«^ence and the students who elected to respond tS the questionnaSe it 
indicates^ in our previous stufy, that student attitudes can be chamed. 
mis is good news for those of us who teach in the hope that our teachi^ 
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SfIS ?^^S?fv,^^ on the other hand, few 

SuS^b^c?^^ i° ^ of signifi^ that 

could be cited vdth any confidence. Bie process of changing attitudes is 
tediously slow. We may be able to lapart knowledge and nealur?^ 

However, attitude develonnent has at least as nwch to do with effective 

and it is a mach less P«Se^t^^tS S^cation 
of toowledge. Interprofessional collaboration in professional pSSe 
depends in large measure on the effectiveness of ectotSalSfSteto 
COTviix^ students and practitioners of its value. AttitSS Sd^u2 will 

^uJiyr^'^^"^ ^ ^ becaneTrSiS S^Ly 

eroept the nost liitdted cirannstanoes. A aore refined awroacii to both 
attitude developnent in interprofessional education sett^Sii atSSde 
J^asuran^among professionals ani students is neoess^^ Sd^^ townee 
the work begun in these prelladnary studies. to ennance 

Ohis study also suggests that students who are inclined toward 
iJiterprof^iOTal stucfy have certain oonvictLons and inclinations in cciniton 

°' ^ °^ collaboration even be?!^t^ 
beoane aenib^ of an interprofessional team. OSiey tend to be confident about 
both their ability to participate in interprofesS[onal dSc^iSS 
and the quality of the contribution that their profession can make to those 
^^^'J^ """^ °f ^ iSerprofesaionalSam^shSSS 

SS^to ^r?Sy!^ NO profession or iniivi<^ has a de facto 

-Ihe identification of these and other characteristics suggest that those 
entering professional practice possess certain attituJes abort SirlareS^ 
^ professions that will influence their practicT^JSlS^' 
S P^f^ional practice from an interprofessional j^L^tive mS 

^ ^ students, but in most caks it will nS^tobe 

dipped. Mc^t students will need to overcane t^^ 

^ socialization iSto t.h^- profession. 

Ihey will need to develop new skills and a new set of urderr.tai&nSthS 
^^^^SoS' professional practice desirability ot lS>J2sional 
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POSTER/MEDIA SESSION 
ABSTRACTS 



iinTeractive style, motivations, and teaching effectiveness of field 
placement instructors in an interdisciplinary health team program 



Mary W. Byrne, R.N., M.P.H. 

Herbert H, Lehman College of the 
City University of New York 
Bronx, New York 

Research in communications and in a social behavior suggests that individuals exhibit a 
dominance of one of three interactive styles, which Edwards (1973) calls analytic, 
cooperational, and instrumental. The analytic interactive style has been associated with 
effective helping behaviors, although results have not been as consistent for health 
professionals as for other types of helpers* 

It is hypothesized in this study that teaching effectiveness as measured by student 
evaluations, correlates positively with analytic interactive style. An ex post facto 
correlational design is used with a convenience sample. Twenty-eight field placement 
instructors were asked to complete a demographic sheet, an open-ended questionnaire on 
motivation, and the Edwards' Situational Preference inventory which measures interactive 
style (reliability .80*; validity well documented). The 28 students were asked to rate their 
preceptors' teaching effectiveness using the evaluation tool with which students have 
rated instructors in all courses at a large municipal college for several years. 
Twenty-three complete sets of data were returned. 

Preceptors with dominant analytic style achieved high mean teaching effectiveness scores 
for their students than preceptors whose dominant style was cooperational. Motivations 
expressed by preceptors primarily fit the higher levels of Maslow's hierarchy of needs 
schema. Dissatisfactions reported gave clues to specific educational skills needed by the 
preceptors and specific gaps in preceptor-faculty communication. 

This study adds a needed dimension to the sparse data reported on field placement 
instructors in interdisciplinary health education. The malleability of interactive style has 
implications for role definitions. Decisions to elicit and to reinforce either analytic or 
cooperational behaviors can alter the field placement instructors' teaching role and 
relationship to the Faculty advisors' role. The small number of preceptors, all associated 
with one college program, and the disproportion of social work professionals compared to 
nursing and health services administration, make it inappropriate to draw conclusions 
about interprofessional differences or to generalize beyond this program. Similar patterns 
across the three disciplines were seen regarding high-level motivations, expressed 
teaching needs, and student evaluations of teaching effectiveness. 

AN INTERDISCIPLINARY CURRICULUM FOR A GERIATRIC EDUCATION INSTITUTE: 

A CASE STUDY* 

Davis L. Gardner Kathryn M. Ranta 

Associate Director Curriculum Specialist 

Ohio Valley Appalachia Regional Geriatric Center 
University of Kentucky 
Lexington, Kentucky 



*This complete paper appears at the end of the poster session abstracts. 
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Five academic health centers located in four states selected faculty and preceptors from 
medicine, dentistry, nursing, physician assistant, and social work programs to attend a 

frarnft!;fH"'-'''"'r '"^Jl?*? ^^^^ ^^^^^ ^^^^^^^-^ fhSute i"th?ee 
areas: (1) the decision makers; (2) the consensus process by which the interdisciolinarv 
content was identified; and (3) the outcomes. interdisciplinary 

The Decision Makers ; The Core Faculty and the project staff are comprised of four 
physicians; three Gerontology Center directors/associate directors; two nurses; two 
dentists; two educators; and one person each from pharmacy, physician assisting and 
clinical gerontology; and an information specialist. Physician assisting, and 

The Process ; The first step was a needs assessment consultation by the Core Faculty with 
the appropriate colleagues on their own campuses. The results were reported and top cs 
were scrutinized carefully as the issues of interdisciplinary versus discipline-sped ^ 
Z^TfU^'^^^^T"^' ^^'■^"^^ " °^ meetings; consensus was reached on the 

advanced)! ^ appropriate level of content (i.e. basic, intermediate. 

The Outcomes ; Discussion will include the 1986 Institute curriculum, the evaluation 
results and the projected follow-up activities on the five campuses Tn the five S 
professional programs. The hypothesis that the Institute can increase emphases on 
essential interdisciplinary curricula in the health professions also will be exImTed 



MULTICLINIC 



Elissa Gatlin Barbara Harris 

n""!.^*®* c Associate Professor 

Center for Human Services Department of Special Education 

Jan Oliver , „, , 

Producer . Robert Westley 

..^ J- c«^, • Associate Professor 

Media Services Department of Special Education 

Western Michigan University 
Kalamazoo, Michigan 

This poster presentation allows participants to view videotapes produced by Western 
Michigan University's Multiclinic and to interact with members of the interdLrpUnary 

Several times throughout the academic school year health care students and professionals 
th'!tTfl"r V'^'^r"" r participate in an interdisciplinary diagnos^rcHnic 

that offers educational information ano direct exposure to multidisciplinary approaci'ies 
It serves as an interdisciplinary exchange for faculty to stimulate and faciSate'^p^^^^^^^^ 
growth and provides a valuable service to clients in the community. personal 

In 1972, a group of faculty members felt it important for students to exoerienre th^ 
interdisciplinary process first hand and created the televised concept Throughout Se 
years, the clinic has evaluated individuals from infancy through adu thood wi^h a 
wide-range of disabilities, received an international film awa^rd ?orrehabilita5ive 
programming and has grown to include more than fifteen departments or programs in the 
University. These are the Departments of Biology and BiomedL° Sees Bi nd 
Rehabilitation and Mobility, Counselor Education and Counsel^nr Psychology, GeS 
f nd ^udl'.r''' ^[^^'•^Py* Psychology, Special Education, %eTcf Pathology 

pJoefam R^din^^^ Geronto ogy Program, Music Therapy Clinic, Physician Assistant 
Program, Reading Center and Clinic, School of Social Work, and Television Services, 
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Client selection is based upon whether or not 
Muiticiinic evaluation, whether he or she has 
experiences, and, most importantly, whether 
interdisciplinary interaction* 



the client can significantly benefit from a 
attributes which provide valuable learning 
the client's problem or disability warrants 



INTERDISCIPLINARY APPROACH TO 
DEMENTIA EVALUATION USING THE CLINFO DATA MANAGEMENT 

AND ANALYSIS SYSTEM 



Edward Firgau II 
0^f-::e of Geriatrics 

Robert Rice, Jr. Ph.D. 
Clinical Research Center 



Wieslawa M. Anrzejewska, MD 
Office of Geriatrics 

Andrew C. Coyne, Ph.D. 
Department of Psychology 



Leopold Leis, MD 

The Ohio State University 
Columbus, Ohio 

cooDeJinn' An ^^^^^^P'^^"^ . n^^' diagnostic tools requires interdisciplinary 
cooperation. An emerging participant of the development team is the data 
administrator. The role of data administrator in research and devefo^ment efforts is 
manifold. These roles were delineated during the validation of a ne^ assessm^^ 
instrument - Dementia Evaluation with Computer Assistance (DECA). assessment 

Members of the Oifice of Geriatrics developed a multidimensional scale of dementia 
This instrument was designed to assess both the degree of dementia and the percent o^ 
deterioration. A seventy-five item instrument was constructed. It assessed four areas- 
Activities of dai y living (level of independence), intellectual and physical activities 
psychosocial problems, and neurologic function. pnyMcai aciivities, 

The data administrator was responsible for all aspects of data management. These 
included selection of a database manager (DM), design of the database, data entry, data 
retrievals, and data analysis. The DM and database design have a ma or imoact on the 

Sma":e~ '''' ^^^-^^^^^^^ chosin as tUe' D^Z^utV:,'^ 

scnema reflected the four areas of assessment. Simple data entry and retrieval 
procedures were developed. Finally, data were analyzed usfng CLINFO anJ BMDP 

THE COMMISSION ON INTERPROFESSIONAL EDUCATION AND PRACTICE 
AT THE OHIO STATE UNIVERSITY: 
ASSUMPTIONS, PROGRAM, AND DESCRIPTION OF COURSES 

R. Michael Casto, Ph.D. 
The Commission on Interprofessional Education and Practice 
The Ohio State University 
Columbus, Ohio 

The Commission on Interprofessional Education and Practice at The Ohio State University 
ran^e ni^L'hl^''?"^? ^oyr^^s, two state wide professional conferences and a wide 
nnhi;!- . educational activities each year. The Commission program also includes 
pub ic policy analysis of a wide range of subjects of interest to the helping professions. 
r<^oio J 5^ analysis is a program of the Assembly of the Commission which includes 
ocltiT*- '*^P^''^"^«"ts of other institutions and several additional state professional 
associations. 
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!n Tk ^ ^'"^P^^'' questions and problems raised by our technological 

society in the areas of changing social values, ethical issues common to the helping 

ulnrnuJl"* '"^^'''''^^''^"^^ f^'^ °^ ^""^ P*^*^"^ P^^^^ formulation and analysis! 

It encourages interprofessional collaboration as a means of exploring issues and providing 
more complete solutions to complex problems. proviamg 

The Commission is jointly sponsored by the Colleges of Education, Law. Medicine. 
Nursing, Social Work, and the School of Allied Medical Professions a Ohio S kte!^ the 
Pot^Jcal cT' T^hec,logical Schools including Methodist Theological School! 
Pontifical College Josephinum, and Trinity Lutheran Seminary, and the eieht 
corresponding state professional associations. ^ 

INTERPROFESSIONAL EDUCATION IN A REHABILITATION SETTING- 
DESIGN FOR DEVELOPING INTERPROFESSIONAL PRACTICE SKILLS 

Patricia E. Wongsam, M.D. r. j^j^^ael Casto, Ph.D. 

W. Brian O'Malley, Ph.D. ^^^^3, 3^,^^^^^ ^^^^ 

The Ohio State University 
Columbus, Ohio 

J^H t^T-";?" °" Interprofessional Education and Practice at The Ohio State University 
UnFvlr -t^^H Management Unit of the Department of Physical Medicine at The Ohio State 
for rr.H'.t ' T^T^"^. y^^^' to provide clinical interprofessional educat^^n 

for graduate and professional students in medicine, nursing, allied medicine, law 
education and theology. This program outlines the goals, objectives, teaching method^' 
and educational content of the course in clinical interprofessional edrati^n! The 
presentation describes the student population, faculty team of six, administrat on of tHe 

PrLnag^m^n't dS.""^^ -^^^^°-^^P course to the 

The impact of the course on student attitudes toward interprofessional practice was 
thff rft P°^t-seminar attitude survey. The survey was administered durle 

ndic^te sT.niSn';''l%T'''^"^^ '''' ^^"^^"^ °f the course. The resdtl 

--^^ interprofessional collaboration and 
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AN Ilfl33U)ISCIPLliaPY CURRICUIIM R3R 
A GERIAIRIC EDUCAnCN INSTITOTE: 
A CASE SnJDY 

Davis L. Gardner 
Katheryn M. Ranta 
University of Kentucky 



Introduction 



rJ^/?i^ Geriatric Education Centers (GEGs) received fUndii^ in 1983 
as part of a federal initiative to advance the study of geriatrics in the 
5S professions, jvio years later, 16 nore GECS vjere funded and the Ohio 
v2r^^?^^°'^ Regional Geriatric EducaUon Center (OVAR/GEC) , one of those 
^"^P^^v,"^ established October 1, 1985, as a 3-year pr^.F^Jde^ iT 
part by tiie Hfealth Pesouroes and Senrices Administration, USEHHS Public Health 
^^•''''f^ administratively is based at the IMveS^TSn^ 
Sf^^J^^°^- Affiliated instiditions include East itennesseest^ 

areas of activity include didactic and clinical programs for key 
faailty, curriculum consultation and technical assistance to Sculties 
S^^fw^^ ^"S^^i^..^^ develcpnent, and information collection and 
dissemination. Bie OVAiVGEC focuses on the following disciplines: dentistry 

S^^r'>^^' Fi^ician assistants, riianoacy, physical and ooa:patiSal' 
ther^, respiratory care, and social work. 

«^>.,'»?^ P^jegt's primary goal over the three-year period is to enhance 

^ education on the campuses of the five participating 

SStSS°%^!^ ^ An annual SunSS^GerSSS 

racuity training opportunities necessary to achieve this goal. 

«,v^'^ paper presents a case stutfy on how an interdisciplinary core 
aaria^um vras developed for the OVAI^GEC's First Annual Summer Geriatric 
S^^^^^^ H'^h h^^^ ^® iBxington i^tt Regency, it is an example 
?^*-2S^E?°?f ^ "^"^ consensus was achieved in order to develcp both eS 
S^SiSSi;^.'?^ SS^i^^ ^ ^ necessSy for its 

iJf^ ^* First Olffi DECISIS MAKERS are described and then IHE PROCESS 
S*.S5?of iT^^^'^T^^^ discussed. The final section, THE OUTOCMES, 
^?v,^o?^^ interdisciplinary co^itent areS^ 

s^erted^r the 1986 OWGEC Summer Geriatric Institute aJd summarizes the 

the Decision !fekers 

1-1,0 r^^S^ »emb^ frcci each of the five affiliated institutions comprise 
the GVAIVGEC core faculty. Monthly meetings provide the settim for^lleqial 
S5ff^S4J5°"^^^'^ sharing, and decision-making. Reviews of the projSt's 
goals, objectives, and timelines provide the needed direction for plans of 
action and the uipetus for their iirplementation. 

^•^ ^^^J^^ the core faculty members are given in the OVAR/GEC brochures 
distributed at this meeting. However, the disciplines of the core faculty. 
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S'i^^c?®!^'^'^' ^ ijnportant to the consensus prxxess for the 
SGl's interdisciplinary core curriculum: 

P^^ifry (2) Nursing (2) 

(2) Ehannaair (1) 

Clinical Gerontologist (l) Ehysician Assistant fl) 
Gerontology Center Directors (3) 

°^ professional staff also are important 

ccnplements to the regional core faculty's ej^jertise: ^^^i^ 

Medicine (1) 
Education (2) 

Gerontology Center Associate Director (1) 
Medical Infonnation Specialist (1) 

«^ » "^4?^?? faculty and the professional staff formed the nucleus 
o^t^Tt ^g^^-nstructional design of an interdisciplinary core curriculum 



a proS^ifS^^^^i^ assessing the needs of those for whom 

is deigned. At the initial meeting on November 7th, the core 

witii app^riS^leagues on theS'oS cS^ 
andbrlng to the Deoeniber meeting topics which were deemed Important^^ 

SS^Jf'^?^'!; i^rtant first st^ was crucial. N^^^af It 

ijP«tent in determining the content for the SGI but it also v^L^^ to 

core fl^^^^^^^'J^ °^ ^liP ^ filled as 

Seir ^2J2^^ ^ ^ recommended and those requested by 

tte^oolleagues. Ihe validity of the topics was reviewed and tS issues of 
Interdisc^linary versus discipline-specific sessions ^ ^S^.^^ 

thP i-5?o^4.r°^'^f^ leadership in Geriatric Education" was selected as 
dS?^^*.^ ?^ ^^L"^^ ^ Staff S^v^ 

S^mSSg! ^^^^ for f^^^ discussic^ at the 

clustS^^ti,?^^ wo^f ' ^ consultation with one of the core faculty. 
Clustered the topics into major areas and developed a proposed sdiedule ihe 

a^SdSftJJ^^T ^^T",^ and^Sn^S^ to 

following decisions: 1) a half day was added; 2) 'die most 

iS^^r^?^.^ selected; 3) two sessions evolved as case studies 
SSiSl'SS^'S^Stlr^'^ ^ ^ diso-sants; aM 4) three specific 

Bie consensus process culminated at the February meeting with the 

^^t^J ^/'-^y institute content SSlchedul^ sSfrSien 
SSif J^^SlSi^!"^ reccr-nded by core f aoolty aM to the next 
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»,v,^ ^ ®^?J?!?^?^ ^ developed, core content was focused, level of 

and literature searches conducted. Ibpics were carefully 
^ applicability and relevance. Staff maintained ^ 

HL?^.^*'^'^^®'*^ ^ ^ interdisciplinary focus to their 

COTt^ and an emphasis on the relationships among the psycho4ocial-pSsicS^ 
aspects of older adults" health care. psycno-sociaj. pnysicai 

Ihe curriculum requiresnents of content sequence, continuity smd 
integration were iirportant design factors. The SGI denonstrated an 
insteuctional design yOddi recognized that the content should be presented in 

SL^^."^."^ need for ac?^^i?gS 

S^iT^nf^^J®°°9nition of adult "learners" as contrSed tb 

'f^^"^^'^'^^^'=^co^^ therefore, a variety 

SfrSSS «ni*H; ^ concurrent sessions, case studies, site visits, a 

wOTksh^ and disctjssion groups were utilized, m addition, these formats 

SfSS^i?? ^Jff^^S" strategies so that the paSicS^'Sfhave 
thecK»rtunity to be involved ejqjerientially in strategies ot£S: than 
lecture-type presentations. 

^«o4.J!!i.^V^5^°^ ^ another important ccnponent of the SGl's 
2fSSt^Jf ± P^institute information form was sent to 

all participants to determine educational background, exoeriense in 

^^S552f^'°^^?i ^ cliniSS^,^g^ Tor attending 

^ ^ ^ documentation required for^^ 

goject and a base for a post-institute questionnaire whic^^ill be sent Lrly 

To evaluate the SGI, a conprehensive evaluation form elicited the 
SStS;?"^? ^ and presenter for each of the 20 

SISI^T S five items addressed the perceived value or relevancy 

of the SGI to the participant's professional position in terms of new useful 

^^^^/^ "^Z^^^ iSt^was^SS 
^^t^J"^ ^ moderators in each session to encourage participants to 

^SSr??Sn^^ ^ ^ "^"^ ^^"^^ ^ iitfSmatSn 

rr^J^^^^^jf, ^^,as -groi?) solidarity in sentiment and belief... or 
gnxp agreement." Ihe primary objectives of the process described wS4 to 
SSii^^f^S^ faculty-s discussion of core topics and discipline-specific 
^^int^discaplinary issues; to reach consensus on interdiscipliSSy core 
contort:; and to obtain some uivolvement of their colleagues by the core 
facul^ members. The Institute-s program design process accomplished these 



TheOutcames 



As a result of the consensus process, an interdisciplinary core 
Sf^tSS^."^ f^^"^- Several aspects are essential to ar^ discussion of 
f^t-I^f!f?ff^^^"^ curriculum." "Interdisciplinary" has to have an 
interpretation or meaning canraon to those involved. "Core" implies a focus on 
the caramon essentials or foundations of the knowledge base being addressed. A 
"curriculum" implies an instructional design and extent appr^iate?fS^>se 
attending; th^fore, the intended audience is important. ^ coSlSim 
section comments briefly on these aspects, prwides an overview of the SGI 
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interdisciplljTary core content, and summarizes the Institute evaluations. 
Interdisciplinary 

«n;,2S,Sf^!i°? of interdisciplinary is: "Interdisciplinary activity: 
ooUaborative and interdependent action among two or more prions of dSf^n^- 
SfS^'i^'vi^Tir^ accotnplishm^of tasL^a^SS^^ S gSS 

which could best be achieved through such collaborative ef^sT^ ^ 

A^i^i^ selection of the core content for the SGI accommodated this 
SSf^i'Th^ Providi^ participants with interdisciplinary Sfo^?ion and 
S?^,*??^ information to the total health care needs of the SlS 
patiaits/clients they aM their students serve. Tt^^r^^ ^n^^yfy^ 
^rtanoe of 1) cooperation aitK^ health care prS^dS^aHf Sc?^^n?^ 

a'JfSLSlSStSiS:.^ Pr^ctitio^ enroll^i L thelS^^ "'"^ 

Core Oontfint 

Die seven goals of the Institute were to: 

K ^iSf^ J^ledge base about older adults as consumers of 

SSSi^S^.°" ^ °^ interdisciplinary 

^SS'fnS'S? integratii^ geriatric 

S^SSS^'SS ^"^"^ professional curricula and for 

SSiL^^t^?^^^°" °^ toKJwledge about curricula in clinical 
Enhance tawwledge and understandii^ of course desiqn learning 
ffi^ JSJ^ioSS^SS^ar^ behaviors^S^'SSSate 

ii^l^ir^^°^ ^ ff'S?^ inter-institutional and intra- 
institutional collaborative geriatric research enaeavorsT^ 

pres^S ^ 2° institute sessions conducted by 20 

fran 10 states. Dr. T. Franklin Williaais, Director of tt^ National 

SSlS^^U^SLf" sessici titles were 

Six Plenary fwvt^rtna 

Perspectives on Aging: ihe National View 
Perspectives on Aging: ihe Regional View 
Aging U^te 

Inplications of Hfealth Care Financing for Older Adults 
Geriatric Curricula Trends in Academic Hfealth Centers 

vi^^^^^aii^^Y'^^'^^'- Practical C»jservations and EH^eriences 
Five concurrent sessions (of which two could be attenaed) ^^-^^ences 

Assessing Oral Health Needs of Older Adults 
Depression in Older Adults 



1. 
2. 
3. 
4. 

5. 
6. 
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Drug Dosing and the Older Adult 
Ifealth Pranotion and Aging 

Perc3^ions of Aging: Iftplications for Curriculum 
2?ree site visit/; (of vAiich one could be attended) 

"^^®^S?iiJ^^^Jf ^'^^ ^ ^"^^ Tteaching Nursing Home 

(primary audience: nursing and social work) 
Geriatric Dental Services (primary audience: dentistry) 
^^icS^Sf ^ ^^^^ audiencTLicine 

case studies with p anel digcussan^-g (2 sections) 
Elder Abuse ' 
I Don't Want To Eat 

One workshop (3 sections) 

Instructional Skills in Gerontology/Geriatrics 

Three d^sf iussion cp xnTpa (17 sections) 

OWGEC R^eardh Networking: E>?)loring the Potential 
Geriatric BJication Leadership: Next Steps in Mvr Discipline 
Geriatric Education Leadership: Next StepTinf^R^i^ 

Audienoe 

bv th?^miSL^?^S?Sl-"^T^ the first OVAiysGI were faculty invited 
X3y rne affiliated institutions from five disciplines: medicine dPnH<*+-rv 
nurs^, physician assistants, and social work! A^LniSfS^^ 
gec^rs and appropriate state and area health agencyli^ 2so were 

f irst^T^^K^^^ ^"2°^ estimated an atte«2ance of 45 to 75 for the 
fSniS^^-Sl^ ?^ ^"""^^ ^ prec^rs each of the five 

affiliated institutions might invite. Durii^ the SGI plannincr nrocess fhe 

™"^?aSS^ ea^insti^io. oxoldlvite 2^."'??^ f?^^eS' 
S^S^'inSStioT^"" ^^'^^ registratic^ 

TABLE 1 

OVAIVGEC SUMMER GERIATRIC INSTTIUIE - 28-31 JULY 1986 
^ DEVEIDPING LEADERSHIP IN GERIAIRIC EDUCATION 
Participants by Disciplines Invited by OVAIVGEC Institutions 

Host 

Institution Dentistry Medicine Nursing Assistant 



EISU 
UC 
UK 
UL 
WVU 
GECs 

TOTALS 



NP/1 
1 
8 
2 
2 



14 



6 
6 
5 
3 
1 



21 



5 
3 
8 
4 
1 



21 



Physician 


Social 






Assistant 


Work 


Other 


TOTAL 


NP 


1 


3 


16 


NP 


3 


3 


16 


3 


3 


12 


39 


NP 


4 


1 


14 


NP/2 


1 


1 


8 






1 


1 


5 


12 


21 


94 
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TABLE 1 NOTES 



1. tore faculty & staff included in host institution categories 

2. NP: No program at the host institution «^""es 

3. NP/1: No program but faculty at the host institution in a 
related program. 

4. NP/2: No program at the host institution but faculty in that 
discipline invited frcm an area institution 

5. GBCs: Director of Pacific GEC roistered but unable to 
aixena 



process by which the interdisciplinary core curriculum was 

^stitute were valid if the products were received positively by the 
participants, me preceding brief description of thTsGI 's inte^dit-im ir,.r^ 



Institute Evaluation 



>^i»4.t«?^°^^°" °i ^ outoanes of the Summer Geriatric Institute must be in 
the needs and goals as identified by the core feSlS^^ 
S^S^ s^ion will consSeTtS^ 

oTrSSSE^Iv. 5r? ^ ^ content sessions and of the value 

or relevancy of the content to their professional positions. 

evaluation form contained 30 items, iwenty items elicited the 
P^cipants- assessments of each session's content on T4-poStlcale as 

2- 20 items s^ted the ^LLsJSf ofS? 

ooiwttr«^s^ic^ site visits case studies, and Sel^^ L^ons 

a^TOW^ s^arated fron the participants' ratings of the presenters in ^ 

Five items were designed to assess the value or the relevancv of i-ho qtt 
point scale as indicated in Table 4. ^^^^ wn <a o 

Die final five items asked the participants five open-ended ouestions 
™dLng potential application of the conSSS leam^^nT^eSS^?^ 

fnr^ ocBpleted the SGI evaluation 

J^^spondents (15.3%) were dentists; 17 (23.6%) were physiciSL; 
17 (23.6%) were nurses; 5 (6.9%) were pi^ician assistants 6 (S.aSlwSe^ 
social worters; and 16 (22.3%) were atSi disciplini!^iarily educ^ 

SL'SS^ SL^v^ «^ ^uatioT^Id^Srio 
^ff^ S^'Sf" ^ evaluation forms were either core facul^rp^ject 
staff. When this number is deducted frtm the overall return, th^adiu^ 
r^pon^ rate is 90%. Either the 80% or the 90% return^ pS^iST^re 
S^SJ^cSt^^^ ^ ef f ectiver^ ^ r^^'^^ 
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The Firri-iTYtg 



rsw,,<S? cxsntent arsas by cverall content means (Table 2) 

provides iaportant information for assessing the value of the 
int^disciplinary plannii^ process. Five of the seven goals established for 
tije SGI were developed in the tcp ten content areas as rated by participants. 
?S2t5S;^ i3"S.°°!2f^.?'- knowledge base; 2) strategies for 

S5?^^?i^J^*?° education iiito the existii^ health professi^^l 

3^ strategies for developii^ new 
instructional steategi^to facilitate learning; 4) new knowledge Is applied 
^ fi^^lpraftioe, settings; and 5) the need for increased a^is S 
geriatric education in the health professions. These had been identified by 
Sf^?f ifS"^?^ ^ planning stages as areas of greatest need for 

Of dgyelcplj^ curriculum, facilitating instruction, and 
iitplementlng the core content within a ti^t curriculum. 

Ihe ten content areas ranked highest also reflect the diversity of format 
^ jSfT^ °^ content suggested by many participants' ccranents as one of 
SS^ifS*?^ ? ^ ^\ ^ interesting to note that two first day 
^done last day plenary sessions are Included in the top five content areas 

SS?^ ^ "^^^ (^y) ' ^ Access to 

curriculum (4th day) . Participants ccmnented on the excellent Content 

SISf ^°ipante were also very positive toward the 

content of the Instructional Skills workshop. 

^SY content areas were rated below the 3.0 level. It is 
interesting to note that these r^resent three different formats: one 
^S^'S'^JL!^^^' one plenary session, and one discussion groi?) session. 

ratings were 2.9 which is not greatlydifferent fran 

"^^^^ °^ oy^l ««an for the SSd LntenfSea S 
2.2. Several fectors may have contributed to these ratings. Participants' 
oaninmts suggested the concurrent and plenary sessions needed greater 
int^lsc^linary focus and increased relevancy and one session of discussion 
groqps needed a more formalized structure. 

aK)ears to have been a high level of agreement by the 
participants on the effectiveness ot the Interdisciplinary core content. The 

disciplines was from 3.6 to 2.2. 
Se^tteei (85%) of the content areas were rated at the 3.0 level or above; 
eight (40%) were rated at the 3.5 level or above. These data indicate thit 
tte content vras well-received by the participants and that the expected SGI 
curriculvmi outcomes were achieved. 



TABLE 2 



Mfean Rating of Interdisciplinary Core Content by Participants 
1985 cms/GEC Summer Geriatric Institute (N = 72)* 



Scale: 4 = Excellent 
3 = Good 
2 - Fair 
1 = Poor 



♦Based on 80% actual return; 90% adjusted return. 
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tabu: 2 (Oontinued) 
. Content Area Mean retina 



3.6 
3.6 



Health Care Financing 
Access to Oirriculum 

Assessing Oral Health Needs 3*| 

BBK?»ctives on Aging: ihe National view 3*5 

BerBpectives on Aging: The Regional view 3 [5 

Aging ujxlate t'Z 

AERC Site Visit 3 5 
Depression 'Z 
Instructional Skills WbrJcshcp a 

case study A ^'T 

Case Study B 3 3 

Ifiadersh^ DiscussiaryRegional 3*3 

Teaching NUrslng Htrae/Site Visit 3*2 

VA Dental Services/Site Visit -I'o 

Drug Dosing 3 2 

Beroqptions of Aging 3*1 
Ifiadershlp DiscussionsA>isciplines 

Health Pronotion t't 

Research Networking 29 

curricular TrencJs 2.2 

Sumner Geriatric Institute Overall content Mean 3.3 



ran^^ L^lTtff.'^P^^ f »e^^ratli^ of the SGI content with a 
SS^SL^ inaicate that no one discipline 

^c»ived the content as more effective than another discipline andSiat there 
^^o^?°T?f^ agreement by all the disciplines that tL^i 
ii-.terdlsciplinary core content was appropriate. ^ ^ 

TABI£ 3 

Mean Rating of Interdisciplinary Core Content by Disciplines 
1986 OVMVGBC Summer Geriatric Institute (N = 72)* 

Discipline MeanRatincr 

Social Work 3 . 

Riysician Assistants 

Other I'l 
Nursing ^'^ 
Dentistry 
Medicine 



3.2 
3.1 



Overall Content Mean as Rated by Disciplines 3.3 
* Based on 80% actual return; 90% adjusted return. 

Ihe perceived value or relevancy of the SGI to the participants' 
professional positions is the last issue to be addressed. Tabled suggests 
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S^^S^i^ll^^lS^^^^f^/^"^ ^ ^ their time 

S ^ ^4.J?i"^^; ?® '^-^ mean [on a 5-point scale] for tiine spent itay 

2fS? ^^^J?^"^^ ^^^'^^^ °f the interdisciplinary^anniL 

effort to meet a wide variety of professional interests and needs. 

3 8 „2S«^;L"S;L^"^°?^^°" ^ «y ^^J^" ««i the lower 3.9 and 

mv SSL^^^S^"^ ' ^ material new to uS^ 

the g^tadc/gerontology bactapround and e>q)erienoes of the 
p^cipants selected ky the hos^ institutions to be S^ted to the SGI The 
c^feoaty menbers sheeted those colleagues who were in^tioL to leS 
s^jport to effects to advance geriatric education in their ^ SSplineT^ 
SS^'SS^^^r^ Instit^ons. Therefore, it iTSLSS^iTS^^ 

4 ?^ P°^g^P^-^ already had knowledge and ejmertise in the 
7eriatric/gerantology content presented. ^^^P^rzise in me 



TKBLE 4 



Mean Rating of Institute Content Value to Professional Position 
1986 Summer Geriatric Institute (N = 72)* 



Item 



Mean Rating 
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M/ time was well spent 4 3 

Information applies to my work 4*2 

Adequate time for discussion 4*2 

learned new information I plan to use 3*9 

Seme material new to me j'.a 

Institute Overall Value Mean 4,1 

Scale: 5 = Stroi^ly agree 
4 = Agree 
3 = Neutral 
2 = Disagree 
1 = Strongly disagree 

* Based on 80% actual return; 90% adjusted return. 

to dr^ff°ISi?% *.£^2.^T^ °^ ^® evaluation data. The results seem 
Sd^SSf a^lf^^^?^i^P^^ P^^™^ ^ successful a^ 

SovidS^ ?^f^^?«f^JfJ^ The SGI also 

So 52?^^^^^°^ ^ instixictional design modelirg. The data suac-est 
Sr^r^fS^t?^ professionals attending the SGI werelf fected positiSJ 
S Slv^SfiSS^^H^"^ ?°^- evaluation activities early 

S fiJ^ S«fSjf^?^ participants invitii 

^^^eSS^ST^i?!?^ ^ liistitutions have ajpiied or iitplemented ti.e 
interdisciplinary conc^ presented in the SGI. 

y^^Paper has approached a very ccnplex issue via a renort on the 

^^S^'^'S °' " ^'2^ ^-Jaculty in a veJy'S^ ^£?ric 
E^cation Center. The process by which these decision makers reached 
consensus on an interdisciplinary core curriculum for their fir^^^ 
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was challer^ and interastuig; the outoones indicate it was suooe^S?^ 

REEE3?ENCE 



1. 



- ?f^_f?^^_" ^ ^ AnHvi^ (1985) . <rbe Center for 
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THE PROCEEDINGS OF INTERDISCIPLINARY 
HEALTH TEAM CARE CONFERENCES 



Proceedings of a Workshop 
Snowbird, Utah, 1976 

Proceedings of the First Annual Conference 
Seattle, Washington, 1979 

Proceedings of the Second Annual Conference 
Denver, Colorado, 1980 
(not available) 

Proceedings" of the Third Annual Conference 
Kalamazoo, Michigan, I98I 

Proceedings of the Fourth Annual Conference 
Lexington, Kentucky, 1982 

Proceedings of the Fifth Annual Conference 
Rochester, New York, 1983 

Proceedingr. of the Sixth Annual Conference 
Storrs, Connecticut, 1984 

Proceedings of the Seventh Annual Conference 
Chicago, Illinois, 1985 

Proceedings of the Eighth Annual Conference 
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Alex. Wealtha. and Loyd D. Wollstadt, Interdisciplinary Education with 

7 l985 '"''x?.'^ Conference 

/, 1985, Chicago, Illinois, p. 356. 

Burnett, R. Michael Casto, Ayres D'Costa, and 

S """""^ ""^ ^" Interprofessional Education: 

The Academic Program of the Commission on Interprofessional 

fos^ T P^ctice at the Ohio State University. Conference 4 

1982, Lexington, Kentucky, p. 267. onierence ^. 

'^''"intLia^ed'A'''"'^'''' "^^l^^' N. Urban. An 

uoHterence i, 1979, Seattle, Washington, p. 89. 

Anderson, Phyllis J. (see Blackford, Marlene S.) 

Anderson Wanda, Issues for Model Development and Team Practice 
Conference 6, 1984, Connecticut, p. 183. practice. 

Armstrong, Doris Collaborative Practice at Hartford Hospital 
Conference 6, 1984, Connecticut, p. 199. ■ 

'^'''co^i;y'to\°LV:s'':'L^ ?''''r -d M. Phil. A 

thrTin^n p f f Liaison Between the Pediatric Wards, 

the Beduin Population and Community Services in the Negev 

Conference 7. 1985, Chicago, Illinois, p. 83. ^ 



s;v^o^r ^M* i^"^ ^""i"' ^"^y S. Lala Ashenberg Straussner 

?nSrdLf?i?'^^"' r^"""'^ Undergraduate Education for 

r ? "«bert H. Lehman College 

(symposium). Conference 4, 1982, Lexington, Kentucky, p.227 ^ 

^"''"i«St!A"i;c!^:r" ^""^ "^^^ ^^'d Switch Than 

Utm^tnS ''c ^^^"^^^ ^^"8^^ ^" ^ Education Program 

niinois^ ^^''"^ Strategies. Conference 7, 1985, Chicago.' 

^■*''"1;a^'^iker: """^ Educating Interdisciplinary Health 

Team Workers-The Evolution of a Program. Conference 7, 1985. 
Chicago. Illinois, p. 333. ■l^oj, 

^'^^'^''J^inr^? ''•o^''" ^"^"^ Schmitt. Panel 

Presentation-Research Evaluation on Health Care Teams: How to Shoot at 
a Moving Target Part I-Some Conceptual and Methodological Issues 
sLotS. P^^^i"). II-Research on Health Teams: 

S^^o^^cf,fT^ D ^"^^^ (Thomas). Part Ill-Central Issues in 
Team Research Efforts (Schmitt) . Conference 3. 1981. 
Kalamazoo, Michigan, pp. 201-215. 
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Baldwin Dewitt C. Jr.. and Beverley D. Rowley. Dividing Up the Work 

Tonflll ^r?;I^* °^ Adainistratio; and ManfgeL^J 

Conference 8. 1986. Columbus. Ohio. 

Baldwin. DeWitt C. Jr.. and Mark A. Edinbere Levels of In^*.r..^,• n 

Tea. and Organization. Conference 1. lf7.!"L1ttL^ 'Sngco^ni'^S.' 

^^^''"iod.?^''p" I- -"f" ^"'^ ""^ Edinberg. Student Team Training- 
Models For Faculty. Interdisciplinary Health Team Training 
September 6-8. 1976. Snowbird. Utah. p. 29. ^"^n^ng. 

^^^'^"JJ; "^'^^^^^ A. Baldwin. Nellis S. Droes Mark A 

5nt!r^r^?^?f ^" Developing a Clinical Practicum for 

Seat^ff^^'i^ S^"^ ^''"'^^"^ ""^^^ Conference 1. 1979. 

Seattle. Washington, p. 125. . -t-^'^, 

Baldwin DeWitt C. Jr., Michele A. Baldwin. Sue Dodson Mark Edinh... 
TLlTlll t Inter^ulturStaithtre't^s'f • 

SasM^gto'^y p'J:^''"^"' ^"'^ « 19^9. Seattle. 

^''""JoAc^^r" S'.^'^" "''^^"^^ ^^^'^"i"' -ndMark A. Edinberg Useful 
Conferen.r? ^tVo^'T ^"'"^"^ Intercultural Health S^ms 
Conference 1. 1979. Seattle, tfashinginton . p. 163. 

''''"S; ?:!ilnr afnV'^p ^"'^ Barbara C. Thorton 

onterence i. ly/g, Seattle. Washington, p. 185. 

'"'"leaithllre 5.^!'; ''^'^'^^ ^" Some Observations on 

KentuekJ? ;.3 ' " 1^82. Lexington. 

^^^''"S;r?'''''T ^"""^ E*^^ D. McCoy, and Barbara C 

Thorton. Interaction on Health Care Teams. Conference 1 ^979 
Seattle. Washington, p. 201. onterence i, lyyy, 

Baldwin DeWitt C. Jr. Edna McCoy, and Barbara C. Thorton. Role 

I97rt:^t^^^X^^^^^^ — - -ference I. 

Baldwin DeWitt C. Jr.. Sue Dodson. and Barbara Thorton. A Study of 

'CllT^.'ll^^^^^^^^^^ conference 

''''1?'He:urcare'?e;.s"?V- ^"'^ '^"^ ^'^^"'^"S. Maintenance 

?n^o^J7 • w • ^"^^'^"^l and External Dimensions, 

itah p'JSI ""^ ""^'^ Training. September 6-8. 1976. Snowbird. 
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Baldwin. Michele A. (see Baldwin. Dewitt C. Jr.. Conference 1. p.i25) 
Baldwin. Michele A. (see Baldwin. DeWitt C. Jr.. Conference 1. p. 147) 
Baldwin. Michele A. (see Baldwin. DeWitt C. Jr.. Conference 1. p. 163) 

"'''"ripamte^'lnt^^^^^^^ Enuna Hargraves . and Michael Reaves A 

^"^^LJI^nr": Alliances in Health and Education- An 

Bauchmoyer, Susan (see King, Ellen H.) 
Beaublen, Mary J. (see Blackford, Marlene S.) 

"''"ImI;,,^ °« ^'""■^^ scientists as Members of 
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'"''l^lZ^^^l &f"SrSra;/?Je?^^Uc^ ^^t"?"' 
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"'"""^S^'l" Uns'r A- '"f^' " """-l". """"t B. Ues 
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uoHterence /. 1^85. Chicago. Illinois, p. 343. 
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Billinger Mary Jane, and Carole Ewart. An Evaluative Study of a Health 
Team Development Intervention: Implementation Issues/ Conference 
4, 1982, Lexington, Kentucky, p. 479. merence 

^'^'"S; ^Z%r.;^^' Int:erprofessional Education 

c"u^b^.'ohio 8, 1986. 

Bimbaum Marvi. L Barbara M Kusha, Nancy E. Robinson, and Howard L. 
iT^ r-.i ^"^"^"8 frogvaa in Advanced Cardiopulmonary Life Support 
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^''""^R^in^n^^'? 2""^^' ^^^^'^^^ M- Kuska, Nancy E. 

?nri^?"*/?y'^ ^"'^ "^'""'^ Stone, The Impact of 

Interdisciplinary Training in Rural Community Hospitals on Practice 
and Survival of Patients with Ischemic Heart Disease. 
Conference 7, 1985, Chicago, Illinois, p. 287. 

Bissoneau, Robert, and Jacquelyn G. Newman, A Geriatrics Matrix 
Organization. Conference 8, 1986, Columbus, Ohio. 

''^'''^"'D^u^^irV-p Beaubien, Margaret 

L^fT^ : ri Kennedy, Patricia A. McCarthy, pietro J 
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^°"^^?n?: ^-Clinical Issues in Interdisciplinary Team Education 

Bradford, Patricia A. Donahue, and Anna Lou 
Glodblatt, The Birth of an Interdisciplinary Videotape on the 
Preceptor Role in Health Care Education. Conference''. 198? 
Chicago, Illinois, p. 403. ' 

Bradford, James (see Bradford, Debra) 

Illinois ^"^3^^""^i°": Chapter Two. Conference 7, 1985, Chicago. 
Brown, Kaaren Strauch (see Ivey, Suzanne Lewis) 



'^33 



Browne Gina A Comparision of Two Examples of the Canadian 

Bw^y^i^r ? Experience: McMaster Verus the University of 

British Columbia. Conference 4, 1982, Lexington, Kentucky , p . 19 . 

^"'^m:.m'^" "^^^^ Participation at Hospital Ward Team 

Meetings and the Effect of that particiaption on Patient Care PUns 
Conference 4, 1982, Uxington, Kentucky, p. 135. 

Bruce, Nancy M. (see CouryToaniel M.) 

Burgess-EUison. James A. (see Casto. R. Michael. Conference 7. p. 201) 
Burgess-Ellison. James A. (see Casto. R. Michael. Conference 8. 1986) 
Burnett. Carolyn (see Allen. Anne S.) 

SeaUh ?el^jf ^^^1"^^^°" °f Interdisciplinary 

eJ!}, E^""tion Project: Student Outcomes and Course 

Evaluations. Conference 1. 1979. Seattle. Washington, p. 245. 

rlZ^uflty^^T^^r^- Evaluation of an Interdisciplinary 

Team^Health Care Outcomes. Conference 1. 1979. Seattle. WashSgton. 



^^V^J"^ O'^^^' Charles N. May, 

Integration of Clinical Pharmacy Education with the Interdisciplinary 
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^"''"^an.^^t^^^' ^^^^ A- Burgess -Ellison. Attitude 

S^rtSr ''"^r^! ^"Saged In Interprofessional Education: 
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^^^*'°EdLMf Nystrom. Commission on Interprofessional 

ItoTl ^fn University: Assumptions. 
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Casto R. Michael. Eleanor P. Nystrom. and James A. Burgess-Ellison 
Interprofessional Collaboration: Attitude Changes among Students 
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Casto. R. Michael (see Grant. H. Kay) 
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^°^^'J:Til' ^"'^ A Multidisciplinary Diabetes Evaluation 

and Learning Center. Conference 4. 1982. Lexington. Kentucky, p. 81. 
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Nurses and the Nursing Role by Medical Students Who Have Had 

lltrl^lT:^^^^^^^ -~s. Conferen"c1 S, 

Cohn Miriam and Barbara C. Reynolds. The Development and Training 
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and Spiritual Needs in Healthcare. Conference 5. 1983 
Rochester. New York. p. 3. ' 
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''""^''coAtlnM "^'^^S^"' An Interdisciplinary 
Continuing Education Activity for Health Professionals 
Conference 4. 1982. Lexington. Kentucky, p. 385. 
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Collegiality in Health Care Education (symposium). Confer;nce 
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